kPIBEMIGIOG

Volume 21, Number 4

July-August 1999

Missouri WIC: 25 Years of Building Healthier
Families Through Good Nutrition

Glenn Sudebaker
Bureau of Nutrition Services and WIC

1999 marks the 25th anniversary of
Missouri'sSpecial Supplemental Nutri-
tion Program for Women, Infants and
Children (WIC). The national program
began in 1974 when Congress passed
legislation funding WIC through the
United StatesDepartment of Agriculture
(USDA). USDA distributesfundstothe
states, territories and Native American
Nations. They, in turn, distribute the
fundstolocal agenciesthat deal directly
with the participants.

In 1974, 19 clinic sites began operating
around the nation. Missouri operated
two of these, one in Kirksville and the
other in Rolla. Records from that year
show that, combined, the two clinics
served 934 participants. Now thesesame
two agenciestogether see almost 2,000
participants a month.

By 1984, WIC serviceswerebeingoffered
inevery county inMissouri. Today, 120
local agencies operate about 250 clinic
sites. Missouri WIC contracts with a
variety of organizations for these
services, including local public health
agencies and private health care
providers. Both are able to integrate
WIC's services to complement their
missions.

Missouri WIC serves pregnant and
postpartumwomen, infantsand children
under the age of 5, whose income is

within 185 percent of thenational poverty
level and for whomanutritional risk has
been documented

4 Missouri WIC )

Income Guidelines
April 1, 1999-March 31, 2000

Family Size Annual Income
i T $15,244
2 $20,461
3 s $25,678
A $30,895
5 $36,112
LS $41,329
[ $46,546
8 e $51,763
Each Additional

Family Member ....... +$5,217

(Pregnant women are counted
as two family members)

Many young working families are
\_ unaware they qualify for WIC. )

Even if a participant meets the quali-
ficationsfor thisprogram, it ispossible
that funds will be inadequate to serve
everyone who needs the service. Each
year WICreceivesitsappropriationfrom
Congress. That funding then determines
atwhat level WICwill beableto operate
duringtheyear. When participantscome
totheclinic, their nutritional riskisrated
onascaefromlowrisktohighrisk.f the
program has inadequate funds to serve
all risklevels, participantsareprioritized
starting with the highest first.

Since its beginning, WIC has always
been more than a “hand out.” The
program offersitsparticipantsnutrition
education and counseling, referrals for
health care and other services, breast-
feeding support and nutritious supple-
mental foods. By providingthiscomplete
package, the intent of the program
becomesobvious: to providethepartici-
pant and family with long-term benefits
while offering temporary limited assis-
tance.

Nutrition Education and
Counseling

Beforeany participantisqualifiedfor the
program, anutrition assessment isdone
and thenutritional risksarerated. After
that evaluation, the participant spends
time with a counselor who helps
determine individual ways to improve

(continued on page 2)
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(continued from page 1)

nutritional health. In addition to these
counseling sessions, each participant is
strongly encouraged to attend nutrition
education classes conducted conve-
niently at the time food vouchers are
distributed.

Nutrition education and counseling can
effectively improve the long-term
nutritional health of participants, aswell
astheirfamily andfriends. Good nutrition
canpositively affect many chronichealth
conditions and decrease the incidence
of chronic disease.

Referrals to Health Care and
Other Services

This service offers WIC participants
accessto holistic programsand services
designedtoimprovequality of life. WIC
staff encourage prenatal care for
pregnant women, apracticelong known
to decrease costs and improve health
outcomes. Parents are educated about
how to get their children immunized.
Medicaid and Child Health Insurance
Program (CHIP) applicationsareencour-
aged when appropriate. WIC affectsthe
overall well-being of its participantsin
both the short and long terms.

Breastfeeding Support

Another key element of WIC is breast-
feeding support. WIC ensures that
infants and children receive the appro-
priatenutrientstoget agoodstarttolife,
and nothing provides better nutrition to
infants than breastfeeding. Babieswho
are breastfed have a stronger immune
system and tend to do better in school
than children who are not breastfed.

Nutritious Supplemental Food

This is the aspect of the program that
most of thepopul ation al ready associates
withWIC. Theprogramiscommittedto
providing foods high in protein, iron,
calcium, folateandvitaminsA andC. By
providing foods high in these dietary
components, WIC helps to assure that
its participants are getting essential
nutrients most often lacking and,
therefore, influencinglong-termhealth.
Thesefoods are only supplemental and
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donot represent acompletehealthy diet.
Therefore, education, counseling,
referrals and support are also essential
to a participant’s long-term healthy
outcome. However, if the program
ignored the missing foodsand nutrients
in participants’ diets, it would not be as
effective in the short term, potentialy
resultinginincreasesinmedical costsas
well aslongtermcomplicationsfromlack
of these essential dietary components.

In recent years, WIC has added the
Farmers Market Nutrition Program to
provide freshfruitsand vegetablestoits
participants. In this program, WIC
participantsbring couponsthey receive
attheirlocal clinictotheFarmers Market
and exchange them for the fresh fruits
and vegetables sold there. This pro-
gram’ sfunding ispartially provided by
USDA and matched by a state or local
funding source. Since this is a new
program, it is not yet offered in every
county in Missouri. At the present time,
thisprogramisavailableat 15 Farmers
Markets in nine counties.

Studiesshow that WIC participantshave
longer pregnancies leading to fewer

prematurebirths; givebirthtofewer low-
and very low-birth-weight babies;
experiencefewer fetal andinfant deaths;
seek prenatal care earlier in pregnancy
and consume more key nutrients. WIC
enables parents to properly feed their
childrenduringthecritical early yearsof
growth and development, assuring
normal growth and reducing levels of
anemia. WIC participationa soincreases
immunization ratesandimprovesaccess
toregular healthcare.In1998, nearly half
of theinfants born in the United States,
one in five children under the age of 5,
and onein every five pregnant women
received WIC benefits.

If you are aware of pregnant and post-
partumwomen, or childrenunder theage
of 5,whocould benefit from participating
in WIC, please contact the Bureau of
Nutrition ServicesandWICat (800) TEL -
LINK to find out the location of the
nearestclinic. If youwouldlikeliterature
about the WIC program to distribute at
your facility, pleasecall (800) 392-8209,
or check the Department of Healthhome
page at www.health.state.mo.us/
NutritionServicesWICANdNS.
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Communicable Disease Control 1998 Annual Report

Marion Warwick, M.D., M.P.H.
Section of Communicable Disease
Control and Veterinary Public Health

For persons not familiar withthe public
health system, it may be helpful to
summarize the general categories of
communicable diseases in order to put
this summary report in context. Some
communicable diseases reportable in
Missouri are served by state programs
which receive federal funding. These
diseases include tubercul osis and most
vaccine-preventabl e diseases!?, aswell
as sexually transmitted diseases,
including HIV/AIDS (see pages 6-13
and 28-35 of thisissuefor annual reports
on these diseases). There are currently
38 communicabl ediseasesreportablein
Missouri for which state programs do
not receive federal funding. Some
zoonotic diseases within this category
have been discussed el sewhere.3#% The
influenza summary for the 1998-99
season can be found on pages 14-15 of
this issue. This communicable disease
control annual report for 1998 covers
trends for the other 24 reportable
communicable diseases. Of these
diseases, 10 were of low incidence and
will not bediscussed further (botulism,
cholera, invasive group A strepto-
coccus, hemolytic uremic syndrome,
typhoid, Kawasaki syndrome, L egionella,
malaria, Reye ssyndromeandtoxicshock
syndrome). The remaining 14 diseases
will be discussed in three general
categories:. enteric diseases (2,293 case
reports), hepatitis(890 casereports) and
meningitis (80 case reports).

Reporting Sources
Thereporting sourcesfor communicable
disease datainclude:

* Hospital infection control

practitioners- 976 (29.9%)

* Other |aboratories- 954 (29.2%)

* Physicians- 323(9.9%)

* Hospital |aboratories- 278 (8.5%)

¢ Publichealthclinics- 71 (2.2%)
(continued on page 4)
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Figure 1. Reported cases of enteric disease by category, Missouri, 1998.

Campylobacter
D ———— 01997

J

ED p— m 1008
NE
NwW
SE i ——
W ——————————————
State
Salmonella
D ———
ED
NE
W o ———
@ SE ——l
[a]
£ W ——
§ State
“s Shigella
- CD
T
é ED
5 NE
% NwW
[a]
SE
SW
State
Giardia
O
ED
NE
N ———
SE ———
W ———————————
State g
0.00 5.00 10.00 15.00 20.00

Rate per 100,000 Population

25.00

Figure 2. Reported cases of enteric disease by Department of Health district,
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(continued from page 3)
* Qutpatient clinics- 15 (0.5%)
* School nurses- 4 (0.1%)
¢ Other sources- 642 (19.7%)

Enteric Diseases

Among the diseases falling into the
enteric category, four accounted for 95
percent of the enteric diseases reported
in1998: Giardia790( 34%), Salmonella
632 (28%), Campylobacter 535 (23%),
and Shigella221 (10%). SeeFigurelon
page 3. Overall, the incidence of these
four diseases increased by 0.6 percent
over 1997 (2,164 versus 2,178 cases).
Theincreasein Giardia, Campylobacter
and Shigella was almost balanced by a
11.3 percent decrease in the number of
Salmonellacasesreported. SeeFigure?2
on page 3.

Every healthdistrict reported anincrease
in at least one major enteric pathogen,
except the Northwestern district, where
the rates of all four diseases were
decreasedfromlastyear. Ratesof enteric
diseases tended to peak in two age
groups: age <7 years and the range 21—
45years. Thispatternislikely toreflect
transmissionwithinfamiliesthat havea
member inthetoddler years. SeeFigure 3.

Thereports of enteric disease followed
a seasona pattern, with higher rates
during the summer months (Giardia,
Campylobacter and Salmonella) and
the Thanksgiving to New Y ear season
(Shigellaand Salmonella). SeeFigure 4.
Statewide, the rates of all four diseases
were consistent with trends of previous
years:

¢ Giardia increased 2.1 percent (790
casesin1998, upfromthe5-year median
of 774 cases) ,

¢ Salmonellaincreased 11.3percent (632
casesin1998, upfromthe5-year median
of 568 cases),

¢ Campylobacter decreased 11.0 percent
(535 casesin 1998, down from the 5-
year median of 601 cases), and

* Shigella decreased 66.2 percent (221
cases in 1998, down from the 5-year
median of 221 cases that reflects a
largeincreaseof 1,138 casesin 1995).
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Figure 3. Reported cases of enteric disease by age group, Missouri, 1998.
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Figure 4. Reported cases of enteric disease by month of onset, Missouri, 1998
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Figure 5. Reported cases of hepatitis A by quarter/year of report, Southwestern

Health District, Missouri, 1994-1998.

Hepatitis

HepatitisA casesin1998(637) decreased
44.7 percent statewidefrom1997 (1,151
cases) and 52.4 percent from the 5-year
median (1,338 cases). Recently, the
highest rates of hepatitis A have been
reported in the southwestern portion of
the state. See Figure 5. For counties

which have arate of hepatitis A greater
than50per 100,000 popul ation, thefedera
government provides pediatric vaccine
throughtheV accinesFor Children (v FC)
program. Nine counties, all in the
Southwestern health district, qualified
to receive this vaccine and all have
initiated intensive vaccination efforts.
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In 1998, vaccination campaigns in the
pediatric age group were expanded to
include 16 other counties that volun-
teered to distribute a total of 90,000
doses of the three-dose vaccine (do-
nated to the state by the SmithKline
Beecham pharmaceutical company).
Vaccine campaigns targeted to adults
were administered in 11 counties
throughout the state, through special
state funding targeted for hepatitis A.
Some counties offered hepatitis A
vaccineat cost tofood handlers. In1998,
every healthdistrict reported adecrease
inthe number of hepatitis A casesfrom
1997.

The number of hepatitis B cases also
decreased statewide, from 360 casesin
1997t0252 casesin 1998 (30%), refl ect-
ing a42.3 percent decrease from the 5-
year median of 437 cases. In 1998, the
stateprovided additional vaccinetolocal
public health agencies so that patients
through age 18 years meeting require-
mentsfortheV FC Programcould obtain
hepatitisB immunizationsthroughtheir
local public health agencies.
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Figure 6. Reported acute and non-acute cases of hepatitis C, Missouri, 1991-1997.

Reports of hepatitis C increased from 6
casesin1997to 14 casesin 1998. These
cases are acute cases of hepatitis C that
meet thecasedefinitionfromtheCenters
for Disease Control and Prevention
(CDC).6 The Department of Health also
tracks all reports of persons who have
tested positive at any time for hepa-
titis C. Thesecasesaremorelikely tobe
chronic, or non-acute cases. See Fig-

-

should be tested:

became available.

High Risk Groups for Hepatitis C’

The following individuals are considered at high risk for hepatitis C and

» Persons who were treated for clotting problems with a blood
product made before 1987, when more advanced methods for
manufacturing the products were developed.

» Personswhowere notified thatthey received blood from a donor
who later tested positive for hepatitis C.

» Persons who received a blood transfusion or solid organ
transplant before July 1992, when better testing of blood donors

» Long-term hemodialysis patients.

» Persons who ever injected illegal drugs, including those who
injected once or a few times many years ago.

N

\

Persons who have signs or symptoms of liver disease (e.g.,
abnormal liver enzyme tests).

Health-care workers after exposures (e.g., needle sticks or
splashes to the eye) to HCV-positive blood on the job.

Children bornto HCV-positive women.

\\

July-August 1999

ure 6. If the estimated national preva-
lencerate of infection for hepatitis C of
1.8 percent” were true in Missouri, we
would expect approximately 94,000
cases of hepatitis C to have been
reported. However, case reportstallied
through October 1998 number just over
12,000 casereports. Itisvery likely that
alarge number of cases have either not
been reported or have not been
diagnosed. Persons in high risk groups
for hepatitis C” should be screened so
they can take secondary prevention
measures such as seeking vaccination
for hepatitis A and B, abstaining from
alcohol (and other drugsmetabolized by
theliver suchasTylenol),anddiscussing
treatment options with their physician.
See sidebar for high risk groups.

Meningitis

Reportsof meningitisand other formsof
meningococcal diseaseweredownfrom
both 1997 and the 5-year median.
Statewide, 25 meningitis cases were
reported, down 41.9 percent from 43
cases, which was both the number of
cases in 1997 and the 5-year median.
Other invasive meningococcal disease
also decreased, down from 63 cases
reportedin 1997 to 55 casesin 1998.

There was a large increase in aseptic
meningitis, up 220 percent from 1997 (99
casesto 317 cases). Thelargest number
of caseswas reported from the Eastern

(continued on page 25)



Sexually Transmitted Diseases in Missouri: 1998

RobertHamm,M.D., M.P.H.
Office of Epidemiology

Gonorrhea

During 1998, 9,463 cases of gonorrhea
were reported in Missouri; the corre-
sponding rate* was 175.2 cases per
100,000 population. Because of under-
diagnosisand underreporting, theactual
number of persons infected with
Neisseria gonorrhoeae (and with the
other sexually transmitted pathogens
discussed below) is undoubtedly much
higher than what is reported here.

Theprecedingyear, 1997, 7,656 casesof
gonorrhea were reported in the state,
with 324,901 casesreported nationwide
(most recent U.S. data). The rate of
reported gonorrhea cases in Missouri
(141.7) wasapproximately 1.2 timesthe
U.S. rate(122.5). Missouri ranked 13th
amongthefifty statesinratesof reported
gonorrheacasesin 1997.

Of total gonorrhea cases reported in
Missouri in 1998, 48.0 percent werein
malesand 52.0 percent wereinfemales.
Among African Americans, a higher
proportion of cases were reported in
mal es (56.2%) thaninfemales(43.8%).
Amongwhites, amuch higher proportion
of caseswerereportedinfemal es(77.5%)
thaninmales(22.5%).

* All rates (except those for congenital syphilis
cases) are per 100,000 population, using 1997
population estimates.

Area, Missouri, 1998

Table 1. Reported Gonorrhea Cases and Rates by Geographic

Missouri
Whites

Blacks
Other/Unknown
Total Cases

St. Louis City
Whites

Blacks
Other/Unknown
Total Cases

St. Louis County
Whites

Blacks
Other/Unknown
Total Cases

Kansas City
Whites

Blacks
Other/Unknown
Total Cases

Outstate
Whites

Blacks
Other/Unknown
Total Cases

Cases

1,017
6,558
1,888
9,463

98
2,851
703
3,652

95
1271
398
1,764

220
1,795
360
2,375

604
641
427
1,672

*Per 100,000 population, based on 1997 population estimates.

%

10.7%
69.3%
20.0%
100.0%

2.7%
78.1%
19.2%

100.0%

5.4%
72.1%
22.6%

100.0%

9.3%
75.6%
15.2%

100.0%

36.1%
38.3%
25.5%
100.0%

Rate*

216
1,081.1

175.2
61.2
16117
1,068.2
116
773.0
175.8
73.6
1,354.8
530.4
17.6
482.7

46.3
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Figure 1. Reported gonorrhea cases by race, gender and age group, Missouri, 1998.
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S All cases within the city limits of Kansas City are included in the totals for
Kansas City. Cases indicated in Jackson, Clay and Platte counties are
outside the city limits of Kansas City.

8
18]z 6
DUNKLINJ -

Figure 2. Reported gonorrhea cases by county, Missouri, 1998.

Of the 9,463 casesof gonorrheareported
in 1998, 6,558 (69.3%) were known to
have occurred in African Americans,
1,017 (10.7%) in whites, 14 (0.1%) in
Asians, and 6 (0.1%) in Native Ameri-
cans. In addition, 43 (0.5%) caseswere
classified as Other Race. For 1,825
(19.3%) cases, race was not indicated.
Table 1 showsthe numbersand percen-
tages of reported gonorrhea cases in
whites and African Americans for
Missouri, St. Louis City and County,
Kansas City, and Outstate Missouri.

Among reported gonorrhea cases,
African Americans continue to be very
disproportionately represented. In 1998,
over six times as many cases were
reportedin African Americanscompared
to whites. The rate of reported casesin
African Americans(1,081.1) wasabout
fifty times the rate in whites (21.6).
Table1 shows the rates of reported
gonorrhea cases in whites and African
Americansfor Missouri, St. Louis City
and County, Kansas City, and Outstate
Missouri.

A substantial proportion of reported
gonorrhea cases in females are in
teenagers. In 1998, personslessthan 20
years of age made up 42.2 percent of
African American female cases, 47.0
percent of white female cases, 20.0
percent of African Americanmalecases,
and 14.0 percent of white male cases.
Figure 1 showsthedistribution of cases
by agegroupforwhitemalesandfemales,
and African Americanmalesandfemales.

In 1998, of the 9,463 gonorrhea cases
reported, 3,652 (38.6%) were from St.
LouisCity, 2,375 (25.1%) from Kansas
City, 1,764(18.6%) from S. L ouisCounty,
and 1,672 (17.7%) fromtheremainder of
the state (Outstate Missouri). Cases
werereportedfrom 100 of thestate’ s114
counties. Figure 2 showsthe number of
gonorrhea cases reported from each
county in 1998.

The highest rate of reported gonorrhea
cases in 1998 was in St. Louis City
(1,068.2), followed by Kansas City
(530.4), St. Louis County (175.8), and
Outstate Missouri (46.3).

Theannual number of reported cases of
gonorrhea in Missouri had decreased
eachyear from1989t01997. In1998, the
9,463 gonorrhea cases reported repre-
sented a 23.6 percent increase from the
7,656 cases reported in 1997. Figure 3
showsthe trendsin reported gonorrhea
casesfrom 1984-1998 for Missouri, St.
L ouisCity and County, KansasCity, and

Outstate Missouri.
(continued on page 8)
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Figure 3. Reported gonorrhea cases by geographic areaand year of report, Missouri, 1998.
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Table 2. Reported P&S Syphilis Cases and Rates by Geographic
Area, Missouri, 1998
Cases % Rate*
Missouri
Whites 11 10.1% 0.2
Blacks 0 82.6% 14.8
Other/Unknown 8 7.3% --
Total Cases 109 100.0% 2.0
St. Louis City
Whites 2 3.4% 1.2
Blacks 50 86.2% 28.3
Other/Unknown 6 10.3% --
Total Cases 58 100.0% 17.0
St. Louis County
Whites 0 0.0% 0.0
Blacks 13 86.7% 7.9
Other/Unknown 2 13.3% --
Total Cases 15 100.0% 1.5
Kansas City
Whites 0 0.0% 0.0
Blacks 6 100.0% 45
Other/Unknown 0 0.0% --
Total Cases 6 100.0% 1.3
Outstate
Whites 9 30.0% 0.3
Blacks 21 70.0% 15.8
Other/Unknown 0 0.0% --
Total Cases 30 100.0% 0.8
*Per 100,000 population, based on 1997 population estimates.

(continued from page 7)

From 1997 to 1998, reported cases of
gonorrheain Kansas City increased by
35.5percent (from1,753t02,375 cases);
St. Louis City cases increased by 30.1
percent (from 2,806 to 3,652 cases);
Outstatecasesincreased by 11.9 percent
(from1,494t01,672cases); and St. Louis
County casesincreased by 10.0 percent
(from1,603t01,764 cases).

Comment:

Large numbers of Missourians are
infected with Neisseria gonorrhoeae
each year, and African Americans con-
tinue to be very disproportionately
affected. For all racial groups, thelargest
numbers of cases are reported from

persons in their late teens and early
twenties; among females, the15-19year
old age group has the most reported
cases. In 1998, the largest numbers of
gonorrhea cases, and the highest rates,
were reported from St. Louis City,
followed by Kansas City, St. Louis
County, and Outstate Missouri. Cases
were reported from most Missouri
counties. Theannua number of reported
gonorrhea cases in Missouri had
decreased each year from 1989t0 1997,
however, in 1998, anoticeableincrease
in reported cases occurred. The largest
increase was seen in Kansas City,
followed by St. Louis City; smaller
increaseswereseenin St. LouisCounty
and in Outstate Missouri.

Gonorrhea is a major cause of pelvic
inflammatory disease, infertility, ectopic
pregnancy, and chronic pelvic pain.
Alongwithother inflammatory sexually
transmitted diseases(STDs), itincreases
thetransmissibility of HIV. Increasesin
reported gonorrhea cases, seen in all
areas of Missouri during 1998, are a
causefor concern. Thelargest burden of
infectionisin African Americans, among
teenagersandyoung adults, andinurban
areas. However, theinfection, although
on asmaller scale, is also occurring in
other groups of persons and in non-
urban areas.

Primary and Secondary (P&S)
Syphilis

During 1998, 109 casesof P& Ssyphilis
were reported in Missouri; the corre-
sponding rate was 2.0. (An additional
165 casesof early latent [duration of less
than one year] syphilis were reported
during 1998.)

During the preceding year, 1997, 118
cases of P& S syphiliswere reported in
Missouri, compared to 8,550 cases
reported nationwide (most recent U.S.
data). The rate of P&S syphilis cases
reported in Missouri (2.2) was approxi-
mately two-thirds the U.S. rate (3.2).
Missouri ranked 19th among the fifty
statesin rates of reported P& S syphilis
casesin1997.

Of the 109 P& S syphilis cases reported
in 1998, 54.1 percent werein malesand
45.9percentwereinfemal es. Ninety cases
(82.6%) werein African Americans, and
11 (10.1%) wereinwhites. For 8(7.3%)
cases, race was not indicated. Table 2
shows the numbers and percentages of
reported P& S syphilis cases in whites
and African Americansfor Missouri, St.
L ouisCity and County, KansasCity, and
Outstate Missouri.

African Americans are dispropor-
tionately represented among reported
P& S syphilis cases. The rate for cases
reported in 1998 in African Americans
(14.8) was 75 timestheratefor casesin
whites (0.2). Table 2 showstherates of
reported P& S syphilis cases in whites
and African Americansfor Missouri, St.

Missouri Epidemiol ogist
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Figure 5. Reported P& S syphilis cases by county, Missouri, 1998.

L ouisCity and County, KansasCity, and
Outstate Missouri.

The average age at time of diagnosisis
higher for reported casesof P& Ssyphilis
as compared to reported cases of
chlamydia or gonorrhea. For reported
cases of P& S syphilisin males during
1998, the largest proportion of cases
(25.4%) werein the 40+ age group. For
females, thelargest proportion of cases
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(26.0%) wereinthe20-24 year agegroup;
however, 40.0 percent of all femalecases
wereinwomen 30yearsof ageand ol der.
Figure 4 showsthedistribution of cases
by agegroupforwhitemalesandfemales,
and African Americanmalesandfemales.

Of the 109 P& S syphilis cases reported
in1998, 58(53.2%) werefrom St. Louis
City, followed by 30 (27.5%) from
Outstate Missouri, 15 (13.8%) from St.

Figure 4. Reported P& S syphilis cases by race, gender and age group, Missouri, 1998.

L ouisCounty, and 6 (5.5%) fromKansas
City. Caseswerereportedfromonly 14 of
thestate’ s114 counties. Figure5 shows
the number of P&S syphilis cases
reported from each county in 1998.

Thehighestrateof reported P& Ssyphilis
casesin1998wasin St. LouisCity (17.0),
followed by St. Louis County (1.5),
KansasCity (1.3), and OutstateMissouri
(0.8).

Since 1993, when asyphilisoutbreak in
the St. Louis areawas at its height, the
number of annually reported cases of
P& S syphilis in Missouri has been
decreasing, althoughtherateof decrease
has slowed during the past two years.
The 109 cases reported in 1998 repre-
senteda?.6 percent declinefromthe118
casesreportedin1997. Figure6 on page
10 shows the trends in reported P&S
syphilis cases from 1984-1998 for
Missouri, St. Louis City and County,
Kansas City, and Outstate Missouri.

From 1997 to 1998, reported cases of
P& Ssyphilisincreased by 30.4 percent
(from23to30cases) intheOutstateares;
most were associated with an outbreak
in the Bootheel area. Reported cases
from St. L ouisCounty decreased by 48.3
percent (from 29 to 15 cases); reported
St. Louis City cases decreased by 9.4
percent (from 64 to 58 cases). Six P& S
syphiliscaseswerereportedfromKansas
City during 1998, comparedwithtwo the

receding year,
P 9y (continued on page 10)
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(continued from page 9)

Comment:

The 109 cases of P& S syphilisreported
in Missouri in 1998 were the smallest
number of casesreported sincethe late
1980s. African Americanscontinuetobe
very disproportionately affected by
syphilis, with few P&S syphilis cases
being reported in whites. The average
age at time of diagnosis is higher for
reported cases of P&S syphilis as
comparedtoreported casesof chlamydia
or gonorrhea, and a noticeable number
of casesareseenin persons>35yearsof

age.

In 1998, the largest numbers of P& S
syphilis cases were reported from St.
Louis City, followed by the Outstate
area (most Outstate cases were asso-
ciated withthe Bootheel outbreak). The
highest rates of reported P& S syphilis
cases were from St. Louis City. The
relatively limited geographicdistribution
of thediseasein Missouri isindicated by
the fact that only 14 of the state’'s 114
countiesreported P& Ssyphiliscasesin
1998.

Since 1993, when asyphilisoutbreak in
the St. Louis areawas at its height, the
number of annually reported cases of
P& S syphilis in Missouri has been
decreasing. However, the rate of
decrease hasslowed during the past two
years, and the decrease from 1997 to
1998 wasthesmallest since 1993.

The number of reported cases of P& S
syphilis in Missouri is small in com-

10

parisonto other STDssuchasgonorrhea
and chlamydia. However, severedisease
can result from untreated syphilis
infection, and thepresenceof ulcerative
syphilislesionsincreases the transmis-
sibility of HIV. In addition, significant
resources must be devoted to control of
even arelatively few number of cases.
For all of these reasons, the control and
eventual elimination of syphilisremains
an important priority. The noticeable
slowing of therateof declineinreported
P& S syphilis cases over the past two
years, along with the increase in
congenital syphilis cases in 1998 (see
below), are causes for concern. The
potential remains for the recurrence of
significant outbreaks of syphilisin the
state.

TheSectionof STD/HIV/AIDSPreven-
tion and Care Services has received a
five-year Syphilis Elimination Grant
focusing on eliminating syphilisin St.
Louis City by 2005. Strategies being
planned aspart of thiseffortinclude (but
are not limited to): enhanced syphilis
screeningintheSt. Louiscrimina justice
system, and increased screenings at
homeless shelters, and at street and
community site locations. For more
information on the grant, contact Mary
Hayesat (800) 359-62590r (573) 751-6139.

Congenital Syphilis

Congenital syphilis is the result of
transmission of Treponema pallidum
from an infected mother to her infant
during pregnancy or at the time of

delivery. Duringthepast fiveyears, 162
caseshavebeenreportedininfantsborn
towomenwhowereMissouri residents.
During 1998, 20 caseswerereportedin
the state; the corresponding rate** was
270.

Duringtheprecedingyear, 1997, 12 cases
of congenital syphiliswere reported in
Missouri, compared to 1,049 cases
reported nationwide (most recent U.S.
data). The rate of congenital syphilis
cases in Missouri (16.2) in 1997 was
lower than the nationwiderate (26.9).

African Americaninfantsaredispropor-
tionately represented among reported
congenital syphiliscases. Of the20 cases
reported in 1998, 16 (80.0%) were in
African Americaninfants.

Of the 20 congenital syphilis cases
reportedin 1998, 15(75.0%) wereknown
to be born to single (never married)
mothers. Ten (50.0%) of the20 congenital
syphiliscaseswereknownto bebornto
motherswho received no prenatal care.
An additional four (20.0%) cases were
borntomotherswho had only oneor two
prenatal carevisits.

Of the 20 congenital syphilis cases
reportedin1998, 11 (55.0%) werefromSt.
Louis County, 7 (35.0%) were from St.
Louis City, and 2 (10.0%) were from
Outstate Missouri (both from the
Bootheel area). No caseswerereported
from KansasCity.

**All rates for congenital syphilis cases are per
100,000 live births.
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In recent years, reported cases of
congenital syphilisin Missouri peaked
at 97 casesin 1993 (correspondingtothe
height of the syphilisoutbreak inthe St.
L ouisared), and then markedly declined
to 12 reported cases in both 1996 and
1997. The 20 cases reported in 1998
represented a66.7 percentincreasefrom
the 12 casesreported the previousyear.

Comment:

In 1998, 20 cases of congenital syphilis
were reported in Missouri. Numbers of
reported cases had shown substantial
declines each year from 1994 through
1996.1n1997, reported casesremained at
thesamelevel asthepreceding year, but
in 1998, the number reported increased
noticeably. In 1998, most cases were
fromtheSt. Louisarea, withtheremainder
fromtheBootheel area. Morecaseswere
reportedfrom St. L ouisCounty (11) than
from St. LouisCity (7), but thecaserate
washighestin St. LouisCity (122.3, vs
85.0in St. LouisCounty).

African Americansweredisproportion-
ately represented among reported
congenital syphiliscases. Most mothers
of the congenital syphilis cases were
single, and at least two-thirds had
<2 prenatal visits.

A significant risk factor associated with
many of the congenital syphilis cases
waslack of, orinadequate, prenatal care
by the mother. Adequate prenatal care,
which includes syphilistesting, is vita
to detecting and treating infection in
pregnant women so that congenital
syphilisin the infant can be prevented.
It isalsoimportant to remember that by
minimizing the number of new syphilis
infectionswhich occur inyoung adults,
one can decrease the risk of congenital
syphilisin the community.

Chlamydia

During1998, 12,655 casesof chlamydia
were reported in Missouri; the corre-
sponding rate was 234.3. During the
preceding year, 1997, 12,247 cases of
chlamydia were reported in Missouri,
with 526,653 casesreported nationwide
(most recent U.S. data). The rate of
reported chlamydia cases in Missouri
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Table 3. Reported Chlamydia Cases and Rates by Geographic

Area, Missouri, 1998

Cases
Missouri
Whites 3,198
Blacks 4,895
Other/Unknown 4562
Total Cases 12,655
St. Louis City
Whites 133
Blacks 1,684
Other/Unknown 1,04
Total Cases 2,911
St. Louis County
Whites 250
Blacks 1,163
Other/Unknown 911
Total Cases 2,324
Kansas City
Whites 332
Blacks 1,294
Other/Unknown 992
Total Cases 2,618
Outstate
Whites 2,483
Blacks 74
Other/Unknown 1,565
Total Cases 4,802

*Per 100,000 population, based on 1997 population estimates.

% Rate*
25.3% 67.8
38.7% 807.0
36.0% --

100.0% 234.3

4.6% 83.1
57.8% 952.0
37.6% --

100.0% 851.5
10.8% 305
50.0% 707.4
39.2% --

100.0% 231.6
12.7% 111.0
49.4% 976.6
37.9% --

100.0% 584.7
51.7% 72.2
15.7% 567.8
32.6% --

100.0% 133.1

(226.7) wasdlightly higher thantheU.S.
rate(207.0). Missouri ranked 13thamong
the fifty states in rates of reported
chlamydiacasesin1997.

Of total chlamydia cases reported in
1998, the vast majority werein females
(87.4%). This reflects the selective
screening of females for chlamydia
undertaken by the Missouri Infertility
Prevention Project (MIPP). If similar
widespread screening of maleswereal so
undertaken, itisexpected that thenumber
of diagnosed and reported casesinmales
would be much higher thanis currently
seen.

Of the 12,655 casesof chlamydiareported
in1998, 4,895 (38.7%) caseswereknown

to haveoccurred in African Americans,
3,198 (25.3%) in whites, 33 (0.3%) in
Asians, and 15 (0.1%) in Native Ameri-
cans; in addition, 28 (0.2%) caseswere
classified as Other Race. For 4,486
(35.4%) cases, race was not indicated.
Table 3 shows the numbers and per-
centagesof reported chlamydiacasesin
whites and African Americans for
Missouri, St. Louis City and County,
Kansas City, and Outstate Missouri.

African Americans are disproportion-
ately represented among reported
chlamydia cases. The rate for cases
reported in 1998 in African Americans
(807.0) wasapproximately 12 timesthe

rate for casesin whites (67.8). Table 3
(continued on page 12)
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Figure 7. Reported chlamydia cases by race, gender and age group, Missouri, 1998.

(continued from page 11)

shows the rates of reported chlamydia
casesin whites and African Americans
for Missouri, St. LouisCity and County,
Kansas City, and Outstate Missouri.

In 1998, dlightly over half of reported
chlamydia cases in females were in
teenagers. Personslessthan 20 years of
age made up 50.5 percent of African
American femal e cases, 55.2 percent of
white female cases, 32.6 percent of
African American male cases, and 33.1
percent of white male cases. Figure 7
shows the distribution of cases by age
group for white males and females, and
African American malesandfemales.

Of the 12,655 chlamydiacasesreported
in1998, thelargest number, 4,802 (37.9%)
were from Outstate Missouri, followed
by 2,911 (23.0%) from St. Louis City,
2,618 (20.7%) from Kansas City, and
2,324 (18.4%) from St. Louis County.
Only one county in Missouri did not
report at least one chlamydia case in
1998. Figure 8 shows the number of
chlamydia cases reported from each
county in 1998.

The highest rate of reported cases in
1998wasinSt. L ouisCity (851.5),followed
by KansasCity (584.7), St. LouisCounty
(231.6), and OutstateMissouri (133.1).

In 1998, the 12,655 reported cases of
chlamydia represented a 3.3 percent
increasefromthe 12,247 casesreported
in 1997. Figure 9 shows the trends in
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S All cases within the city limits of Kansas City are included in the totals for
Kansas City. Cases indicated in Jackson, Clay and Platte counties are
outside the city limits of Kansas City.

Figure 8. Reported chlamydia cases by county, Missouri, 1998.

reported chlamydia cases from 1984—
1998 for Missouri, St. Louis City and
County, Kansas City, and Outstate
Missouri.

From 1997 to 1998, reported cases of
chlamydiain St. LouisCity increased by
9.8 percent (from 2,652t0 2,911 cases);
reported St. Louis County cases
increased by 5.9 percent (from 2,194 to
2,324 cases); andreported Outstatecases
increased by 1.2 percent (from 4,744 to
4,802 cases). Reported K ansasCity cases

decreased by 1.5 percent (from 2,657 to
2,618 cases).

Comment:

Large numbers of Missourians are
infected with Chlamydia trachomatis
each year. Because of incomplete
information, theraceof over one-third of
reported casesis not known. However,
based on available data, it appears that
African Americans in Missouri are
disproportionately affected by chlamy-
dia, athough not to the extent seen with
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Figure 9. Reported chlamydia cases bygeographic area and year of report, Missouri, 1998.

syphilis and gonorrhea. For al racial
groups, thelargest numbersof casesare
reported from personsintheir lateteens
and early twenties, among females, the
15-19 year old age group has the most
reported cases.

IN1998, thelargest numbersof chlamydia
cases were reported from Outstate
Missouri, followed by St. Louis City,
Kansas City, and St. Louis County.
However, the highest caserateswerein
St. LouisCity, followed by KansasCity,
St. LouisCounty, and OutstateMissouri.
Only oneMissouri county did not report
achlamydiacasein 1998.

No pronounced upward or downward
trends have been seen in reported
chlamydia casesin Missouri in the past
few years; there have been very dlight
increases in the numbers of cases
reported during the past two years. In
1998, the largest increases in reported
caseswerein St. LouisCity and St. Louis
County; in Kansas City, a very small
decrease was seen.

Chlamydia infectionisthemost common
bacterial STD intheUnited Statestoday,
andamajor causeof pelvicinflammatory
disease, infertility, ectopic pregnancy,
and chronic pelvic pain. The large
numbers of C. trachomatis infections
that arecontinuingto occurin Missouri,
theinsidiousnatureof theinfection, and
its potentially severe consequences
(especiallyinwomen) areall reasonsfor
concern. Thelargest burden of infection
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is among teenagers and young adults,
andinurban areas. Aswith other STDs,
African Americans are disproportion-
ately represented, although less so than
withgonorrheaand syphilis. Chlamydia
appears more widely distributed in the
community than either syphilis or
gonorrhea, and large numbers of cases
occur in whites as well as in African
Americans.

Becausechlamydial infectionfrequently
occurswithout symptoms, thediseaseis
often not diagnosed—or, in some
instances, not diagnosed until compli-
cationsdevelop. Consequently, screen-
ing of persons at increased risk for
C. trachomatisinfection, suchasyoung,
sexually activewomen, isvery important
in finding infected persons so that they
(and their sex partners) can be treated

and further spread of infection halted,
and sothat theextent of theinfection can
bedetermined. Thenumbersof chlamy-
diacasesreported, andtheir distribution,
significantly depend on where and in
what populations screening is taking
place. In this regard, the Missouri
Infertility Prevention Project (MIPP) has
been important in making chlamydia
screening availableto large numbers of
youngwomenthroughout thestate. This
results in many additional infected
individuals being detected, thus pro-
viding amore representative picture of
chlamydiainMissouri.

Medical providers should promptly
report,asrequired by Missourilaw, all
cases of chlamydial infection, gon-
orrhea, and syphilis to their local
health department, orto MDOH’s Office

of Surveillance at (573) 751-6463.
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GLRequest/ID/LinksSTD.html.

STD education courses for medical professionals are available through
the St. Louis STD/HIV Prevention Training Center. For more information,
call (314) 747-0294 or 1522, or FAX (314) 362-1872, or visit their web
site at: http://www.umsl.edu/services/itc/std_ptc.html.

Recommendations from the Centers for Disease Control and Preven-
tion (CDC) for the treatment and prevention of sexually transmitted
diseases were updated in 1998:1998 Guidelines for Treatment of
Sexually Transmitted Diseases, MMWR 1998;47(No. RR-1). These
guidelines are available on the World Wide Web at: http://www.
cdc.gov/epo/mmwr/preview/ind98_rr.html.

Anumber oflinks to STD-related web sites are available on the Missouri
Department of Health Home Page at: http://www.health.state.mo.us/

J
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1998-99 Influenza Summary

Mary E. Kliethermes, RN., B.S.
Section of Communicable Disease Control
and Veterinary Public Health

The1998-99influenzaseasonbeganon
November 9, 1998, whenanadult visitor
fromthestateof L ouisianawasdiagnosed
by theinfluenzarapidtest method at aSt.
LouisHospital. Theisolatewasforward-
ed to the Missouri State Public Health
Laboratory (SPHL) and tested by viral
culturemethod asinfluenzaA, subtyped
H3N2. On December 24, 1998, thefirst
laboratory-confirmed caseonaMissouri
resident was reported as influenza A,
subtyped as H3N2. Both isolates were
sent to the Centers for Disease Control
and Prevention (CDC). The two speci-
menswerethefirst Missouri |aboratory-
confirmed casesof influenzaA/Sydney/
05/97-like(H3N2) for the1998-99 season.
Thistypewasvery similar to theinfluenza
strain included in the vaccine for the
19992000 season.

There were 751 laboratory-confirmed
cases of influenzareported in Missouri
during the 1998-99 season. Of the 751
confirmed cases, 552 (74.3%) weretype
A, with 97 subtyped as H3N2. There
were 193 (25.7%) confirmed cases of
type B influenza reported in Missouri.
The number of confirmed cases of
influenza type A began increasing
duringweek 52 and peaked duringweek
8, theweek of February 2128, 1999, then
gradually returnedto baselinelevelsby
week 16. SeeFigure 1.

Figure 2 shows laboratory-confirmed
influenza cases by county of residence.

From December 1998 through March
1999, the Department of Healthreceived
five reports of influenza-like illness
outbreaks in long-term care facilities.
Three of the five outbreaks were
confirmed astype A, two by rapid test
method and one by viral culture
performed by the SPHL.

From the middle of January 1999 to the
middle of March 1999, nine schools
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Figure 1. Laboratory-confirmed influenza cases by week of report, Missouri,

199899 season.
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Figure 2. Laboratory-confirmed influenza cases by county of residence, Missouri,

1998-99 season.

cancelled classesfrom onetothreedays
because of increased student, teacher,
and staff absenteeism dueto influenza-
like illness. One group home, one
university student health center, two
correctional facilities and three com-
munities reported to their local public
health agency outbreaks of increased

influenza-likeillness. Two schools, one
in the eastern area of the state and the
other in the central area, reported
increased incidence of influenza-like
illnesses in students, but did not close.
Casesrelated to the university outbreak
were confirmed as both influenza type
A, subtypedasH3N2, anda soinfluenza,
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typeB. Oneof thecommunity outbreaks
occurred in Howard County and was
confirmed asinfluenza, type B; another
inSedaliawasconfirmedasinfluenzaA,
(H3N2). A caserelatedtoaschool inthe
eastern areaof thestatewasidentified as
influenzaA.

The established Missouri active sur-
veillance sitesreporting to local public
health agenciessubmitted datashowing
ariseof influenza-likeillnessduringweek
2that peaked duringweek 8andgradually
declined by week 16. The prolonged
1998-99 influenza season is best
demonstrated by the slope of the curve
that forms an irregular bell shape that
rises higher when compared to the 10-
year average curve. See Figure 3. The
Missouri U.S. InfluenzaSentinel Physi-
cians reporting to CDC submitted data
showing a slow irregular increase of
influenza-likeillnessbeginninginweek
42, peakingduringweek 5, andgradually
returning to baselinelevelsby week 14.

In Missouri, the number of pneumonia
and influenza deaths rose above the
previous 10-year average during weeks
46, 48, 49, 52 and 16. SeeFigure4. The
mortality experience in Missouri this
season appears to be much less than
that of the 1997-98 season and much
less than reported from the nation as a
whole. Nationally, beginning with the
week ending January 30, 1999, the
proportion of deaths attributed to
pneumonia and influenza reported by
122 citiesinthe United Statesexceeded
the epidemic threshold for 12 consecu-
tive weeks. During the week ending
March 13,1999, theproportion of deaths
attributed to pneumonia and influenza
peaked nationally at 8.8 percent.

During the 1998-99 influenza season,
CDC performed antigenic characteriza-
tion of influenza viruses submitted to
their laboratory through state health
departments. Of the 327 isolates col-
lected in the United States from Octo-
ber 4 through May 1, and antigenically
characterized at CDC, 295 (90%) were
similartothe1998-99 A(H3N2) vaccine
strain, A/Sydney/5/97, and 32 (10%) had
antigenically drifted from A/Sydney/5/
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Figure 3. Influenza-likeillnessby week of report, Missouri, 1998/99 season,

1997/98 season and 10-year average.
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Figure 4. Pneumoniaand influenza deaths by week of report, Missouri,
1998/99 season, 1997/98 season and 10-year average.

97 based onhemagglutinationinhibition
testing. Six United States influenza
A(H1INZ1)isolateswerecharacterized as
A/Bayern/7/95-like viruses, antigen-
ically distinctfrom A/Beijing/262/95, the
199899 A (H1N1) vaccinestrain. How-
ever,the1998-99A(H1N1)vaccinestrain
produced high titers of antibodies that
cross-reactwith A/Bayern/7/95. All 180
antigenically characterized B isolates
weresimilartotherecommendedtypeB
vaccine strain, B/Beijing/184/93.
Seventy-eight percent of the Missouri
isolates sent to CDC for confirmation
testing were reported as influenza A/
Sydney/05/97-like(H3N2) and 22 percent
were reported as influenza B/Beijing/
184/93-like.

The Food and Drug Administration
Vaccines and Related Biological Prod-
uctsAdvisory Committee(VRBPAC) has
recommended that the 1999-2000
trivalentinfluenzavaccinefor theUnited
States contain A/Beijing/262/95-like
(HINZ1),A/Sydney/5/97-like(H3N2),and
B/Beijing/184/93-like hemagglutinin
antigens. For the B/Beijing/184/93-like
antigen, manufacturers in the United
Stateswill usetheantigenically equiva-
lent B/Y amanashi/166/98 virusbecause
of itsgrowth propertiesand becauseitis
representativeof currently circulating B
viruses. Influenzavaccinerecommenda-
tions for 1999-2000 can be found on
pages 38-39 of thisissue.
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Global Climate Change and Public Health

Pamela Rice Walker, M.P.A.
Division of Environmental Health and
Communicable Disease Prevention

Global Warming

There is a growing consensus among
the scientific establishment that the
earth’ stemperatureiswarming. Thetime
seriesin Figure 1 shows, from 1880 to
1998, annual global surface mean
temperature anomalies. 1998 was the
warmest year since widespread instru-
ment recordsbeganinthelateNineteenth
Century. Seven of thetenwarmest years
have occurred in the 1990s.

Thecause of thiswarming isthe subject
of much debate. Perceived causes
includeEl Nifio, deforestation, theurban
heat island effect, naturally occurring
cyclical warming of theearth’ ssurface,
naturally occurring cyclical warming of
the sun, and atmospheric pollution
caused by man, also known as green-
house gas emissions. Much attention
has been focused on the impact of
greenhouse gas emissions becauseit is
one of thefew potential factorsthat can
bemitigated.

Greenhouse gasesareintensified by the
combustionof fossil fuels. SeeFigure2.
Increased energy usein cars, homesand
for industrial purposes raises the
concentrations of carbon dioxide (CO,)
and other gasesin the atmosphere. CO,
hasincreased 30 percent, from 280t0 360
partsper million, since 1860. Theoverall
emissions of greenhouse gases are
growing at about one percent per year.
Fluctuationsintemperatureand CO, have
mirrored each other for 160,000 years.
CO, levelsarehigher now thanany time
duringthat period. Predictionsrelatedto
the effect of greenhouse gasesinclude:

1 Atmospheric concentrations of CO,
and other gases will continue to
increase;

2 Increases in the concentrations of
these gases will lead to changesin
climate such as temperature, preci-
pitation, and storm frequency and
severity; and

3. Changesin climate will have signi-
ficant economic, ecosystem and
human health effects.

The Public Health Impact

Factors that affect the vulnerability of
certain populations, such as poor
sanitation, crowding, poverty and food
scarcity, makeit difficult toquantify the
impact of global warming in terms of
liveslost or further deterioration in the
quality of life for most of the world’s
population. However, extreme climatic
changes for which vulnerable popula
tions are not prepared would most
certainly increase hunger, homeless-
ness, and diseases such as malaria and
typhoid.

HereinMissouri, afew degreesincrease
inglobal warmingwould causelocalized
variances in weather conditions that
couldbeextreme. Cold spellsstill would
occur in winter but hotter temperatures
in the summer would be more extreme
and more common. Missouri aready
experiencesirregular, intenseheat waves
that impact on health. For example, in
Missouri there were 819 heat-related
illnessesreportedin 1995, 512 reported
in1990and470reportedin 1998, but only
35reportedin1992. Thefinal analysisof
heat-related mortality isnot completeas
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Figurel. Annual global surfacemeantemperatureanomalies, 1880—1998.
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of thiswriting, but theremay beinexcess
of 65 heat-related deaths in 1999
comparedto12in1998and9in1997. See

/The Greenhouse Effect

Figures 3 and 4. During 1979-96, the ' g - Some solar radiation Some of the infrared
years for which data are available s reflected by the radiation passes through

; ; ; ’ - ~ FEarth and the the atmosphere, and some
Missouri had the second highest age- .. atmosphere. is absorbed and re-emitted
adjustedratefor heat-rel ated deaths" due . D _ - in all directions by
to weather conditions' (3 per million ) 8 1 ol eculgf%ﬂg%‘#&?g}

population) in the United States. \ LS : this is to warm the Earth's
surface and the lower
. . atmosphere.
Fluctuationsin weather patternswould R
Solar radiation

cause some areas to become drier and passes through
other areasto become wetter, therefore the clear
changing and possibly expanding the atmosphere
habitat of disease-carrying insect )
vectors. Nighttime temperatures are
rising faster than daytimetemperatures. Most radiation is
i i absorbed by the Earth's e
.The rang? qf many. dlse.ase-carryl ng surface ané warms it. Infrared radiation is
insectsislimited by nighttimetempera- emitted from the

tures. Mosquitoes are common vectors i Farth's Surfacé' _
inMissouri. If theclimatebecomeswetter Figure2. Thegreenhouseeffect naturally warmstheEarth'ssurface. Without it, Earth

andwarmer, mosquitopopulationscould ~ Would be 60° F cooler than it is today—uninhabitable for life asweknow it.

increase, thereby increasing the risk of
exposures to the diseases which they 175 1 Hot Weather Obeaths
carry. Forexample, St. L ouisencephalitis, 150 | Healh Yaorning Winesses
Eastern equine encephalitis, and

LaCrosseencephalitisaremorecommon
inyearswhen the temperatureishigher
than normal. Malariakills an estimated
twomillion peopleayear worldwide. In
recent years, casesof malariacontracted
fromlocal mosquitoeshavebeenreported
inNew Y ork, New Jersey, Virginia, Texas,
Georgia, Floridaand Michigan.

Hot Weather
Health Advisor
June 25
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becomemoreintense. Precipitationcould 3 2 ¥ 4 MnM 1B 2% 1 8 15 2 2 5 B
come in intense, short bursts causing Week Ending

more localized flash flooding. Severe  Figure 3. Reported heat-related illnesses and recorded heat-related deaths by week

weather such as high winds and  of occurrence, Missouri, Summer 1998.
tornadoes could increase. No one can

forget the devastating floods of 1993, 1000 -
but many do not know that in 1998, 18
lives were lost in Missouri due to
flooding. Withanincreasedvolatility in
climate, health problemsassociatedwith
natural disasters would increase.
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Finally, groundlevel ozoneair pollution 400 1

concentrations increase during heat
waves. Ozone isamajor component of
smog that has been shown to reduce
lung function, induce respiratory 0
inflammation, and aggravaterespiratory 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998
illnessessuch asasthma. Asthmaaffects Year

(continued on page 18) Figure4. Reported heat-related illnesses by year, Missouri, 1989-98.
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(continued from page 17)

over 14million Americans,includingfive
million children. In 1990, the estimated
cost of asthmawas $6.2 billion and by
2000itisexpectedtoreach$14.5hillion.
St. Louis is already classified as a
moderatenonattainment areafor ozone.

What Public Health Leaders
Can Do

Although the debate continues as to a
final determination of cause, public
health officials are beginning to study
theimplicationsof global warming and
develop mitigation plans for potential
increases in popul ation-based illnesses
such as vector-borne or heat-related
illnesses. Public health leaders have
learned that, in public health as in
medicine, sometimesitiscritical tobegin
treatment before being absolutely sure
of what iswrong.

Disease outbreaks are impacted by a
complex system of biological, infra
structureand environmental factorsthat
are easier dealt with by industrialized,
wealthy nations. For example, cholera
will probably not become a threat in
epidemicproportionsinMissouri aslong
as water treatment systems are main-
tained and effective. In 1995, six casesof
dengue fever were reported in Texas,
while 4,000 were reported in close
proximity,inMexico. Thelow caseratein
Texas has been attributed to better
housing, air conditioning, vector control
programs and socioeconomic condi-
tions.

Dr. Denny Donnell, Missouri State
Epidemiologist, says “ Considering the
high number of heat-related illnesses
reportedinMissouri in 1998, onewould
expect to have seen more heat-rel ated
deaths. This lower number of deaths
may reflect the effectiveness of public
health efforts to educate the public to
recognize heat-related illness and seek
medical treatment promptly.”

After a severe heat emergency in 1980
that took 294 livesin Missouri, the state
and the municipalities of St. Louis,
Kansas City and Springfield took steps
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toplanfor futureheat waves. Thetopten
leading factors that put people at risk
have been identified. Theseincludethe
inability to care for oneself, such asthe
very young or elderly. Also, urban
building designwithflat, black roof sand
poor air circulation creates a risk for
thoselivingonthetopfloor of abuilding.
City and social service agencies have
signed formal contracts to coordinate
services. The Salvation Army and Red
Cross provide shelters, the AmerenUE
utility company provides window air
conditionerson|oan, and senior centers
reach out to high-risk seniors. Finaly,
stateand city officialshave agreed ona
commonlanguagefor hot weather health
advisories.

In March 1998, the Environmental
Protection Agency, the Centers for
Disease Control and Prevention, the
American Medical Association, the
AmericanPublicHealth Association, the
National Environmental Health Asso-
ciation and the National Institutes of
Health co-sponsored the first joint
conference on Emerging Public Health
ThreatsandtheRol eof Climate Change.
Thisconferencesignifiedthefirst major
step toward the realization that public
health leadersmust definetheir roleand
accept accountability to respond to this
public health threat.

In order for public health officials in
Missouri to meet this challenge, they
should consider the following key
responsibilities:

¢ |ldentifying the diseases associated
with changing climatic conditions
through better research and sur-
veillance techniques;

¢ Understanding the complex systems
impacting public health, including
climatic changes;

* Assessing the risks to certain
vulnerable populations such as the
poor, elderly or the very young;

¢ Informing the public of emerging
trends in disease;

* Informing the public about how to
minimizetheir risk;

* Encouraging interventions like heat
warning systems, better urban build-
ing design and energy conservation;

* Improving our emergency response
capacity and early warning systems;

* Involving non-governmental com-
munity agencies and private entities
in the development of effective
interventions

Public health leaders have effectively
identifiedsignificantriskstopublichedth
over the past century. They have
identified the need for better sanitation
practices, declared smoking a public
health risk, spoken out about sexually
transmitted diseases, identified violence
as a public health risk, and developed
interventions to help curtail illness
associated with both communicableand
chronic diseases. Recognizing global
warming as a potential public health
threat that can be mitigated through
traditional public health interventions
and practices is critical to the public
health system’s readiness to reduce
illnessand death associated withextreme
climaticevents.

Thanks to Lauren Holtkamp for her
assistance in obtaining statistics for
this article.

Seepages19-20for 20 simplestepsthat
you and your family can take to help
reduceglobal warming.
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20 Simple Steps to Reduce Global Warming

Whenever you save energy—or use it more efficiently—you reduce the demand for gasoline, oil, coal
and natural gas. Less burning of these fossil fuels means lower emissions of carbon dioxide, the major
contributor to global warming. Right now the United States releases about 40,000 pounds of carbon
dioxide per person each year. If we can reduce energy use enough to lower greenhouse gas emissions
by about 2% a year, in ten years we will “lose” about 7,000 pounds of carbon dioxide emissions per
person.

Here are 20 simple steps that can help cut your annual emissions of carbon dioxide by thousands of
pounds. The carbon dioxide reduction shown for each action is an average saving.

HOME APPLIANCES

1. Run your dishwasher only with a full load. Use the energy-saving setting to dry the dishes.
Don't use heat when drying.
Carbon dioxide reduction: 200 pounds a year.

2. Wash clothes in warm or cold water, not hot.
Carbon dioxide reduction (for two loads a week): up to 500 pounds a year.

3. Turn down your water heater thermostat; 120 degrees is usually hot enough.
Carbon dioxide reduction (for each 10-degree adjustment): 500 pounds a year.

HOME HEATING AND COOLING
4. Don't overheat or overcool rooms. Adjust your thermostat (lower in winter, higher in summer).

Carbon dioxide reduction (for each 2-degree adjustment): about 500 pounds a year.

5. Clean or replace air filters as recommended. Cleaning a dirty air conditioner filter can save 5%
of the energy used.
Carbon dioxide reduction: About 175 pounds a year.

SMALL INVESTMENTS THAT PAY OFF

6. Buy energy-efficient compact fluorescent bulbs for your most-used lights.
Carbon dioxide reduction (by replacing one frequently used bulb): about 500 pounds a year.

7. Wrap your water heater in an insulating jacket.
Carbon dioxide reduction: Up to 1,000 pounds a year.

8. Install low-flow shower heads to use less hot water.
Carbon dioxide reduction: Up to 300 pounds a year.

9. Caulk and weatherstrip around doors and windows to plug air leaks.
Carbon dioxide reduction: Up to 1,000 pounds a year.

10. Ask your utility company for a home energy audit to find out where your home is poorly insulated

or energy-inefficient.
Carbon dioxide reduction: Potentially, thousands of pounds a year.
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GETTING AROUND

11. Whenever possible, walk, bike, carpool or use mass transit.
Carbon dioxide reduction (for every gallon of gasoline you save): 20 pounds.

12. When you buy a car, choose one that gets good gas mileage.
Carbon dioxide reduction (if your new car gets 10 mpg more than your old one):
about 2,500 pounds a year.

REDUCE, REUSE, RECYCLE

13. Reduce waste: Buy minimally packaged goods; choose reusable products over disposable ones;
recycle.
Carbon dioxide reduction (if you cut down your garbage by 25%): 1,000 pounds a year.

14. If your car has an air conditioner, make sure its coolant is recycled whenever you have it serviced.
Equivalent carbon dioxidereduction: Thousands of pounds.

HOME IMPROVEMENTS

15. Insulate your walls and ceilings; this can save about 25% of home heating bills.
Carbon dioxide reduction: Up to 2,000 pounds a year.

16. If you need to replace your windows, install the best energy-saving models.
Carbon dioxide reduction: Up to 10,000 pounds a year.

17. Plant trees next to your home and paint your home a light color if you live in a warm climate,
or a dark color in a cold climate.
Carbon dioxide reduction: About 5,000 pounds a year.

18. As you replace home appliances, select the most energy-efficient models.
Carbon dioxide reduction (if you replace your old refrigerator with an efficient model):
3,000 pounds ayear.

SCHOOLS, BUSINESS, AND COMMUNITIES

19. Reduce waste and promote energy-efficient measures at your school or workplace.
Work in your community to set up recycling programs.
Carbon dioxide reduction (for every pound of office paper recycled): 4 pounds.

20. Be informed about environmental issues. Keep track of candidates’ voting records and write
or call to express concerns.
Carbon dioxide reduction (if we vote to raise U.S. auto fuel efficiency): Billions of pounds.

Source: Environmental Defense Fund Web Site at http://www.edf.org.
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TEAROUT FORFUTUREREFERENCE

Missouri Department of Health Reporting Period*
Division of Environmental Health and Communicable Disease Prevention April - June 1999
QUARTERLY DISEASE REPORT
3 Month
Districts State Totals Cumul ative
53 53
** *x ** *** | Kensas | Louis | Louis | Spfd. For | For SYR
CD ED NE NW SE SW | oTHER| city City | Co. |Greeneco| 1999 | 1998 | 1999 | 1998 | MEDIAN
Vaccine Preventable
Influenza 14 10 2 3 7 2 3 191 71 2| 133 12| 824] 1073 227
Measles 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1
Mumps 0 0 0 0 0 0 0 0 0 0 0 1 0 3 3
Pertussis 0 0 0 1 0 0 3 1 0 0 5 71 15 16 17
Viral Hepatitis
A 4 3 0 7 23 16 5 1 6 27 92| 172| 204| 350 511
B 1 3 0 1 2 6 17 11 9 2 52 62| 97| 125 193
C 0 0 0 1 0 1 19 0 1 0 22 2| 59 5 N/A
Non-A Non-B 0 0 0 0 0 0 0 0 0 0 0 0 0 1 8
Unspecified 0 0 0 0 0 0 0 0 0 0 0 0 0 2 1
M eningitis
M eningococcal Disease 1 2 0 1 1 1 3 0 0 2 11 5 35| 13 29
Meningococcal Other 2 1 1 0 0 0 1 4 3 1 13 16 24| 39 24
Enteric Infections
Campylobacter 22 4 7 22 23 22 12 8 28 12| 160| 144| 247| 213 258
E. Coli 0157:H7 4 0 0 3 2 2 0 0 0 1 12 9 17 12 13
Sadmonella 55 13 8 30 27 25| 18 171 20 8] 221 171 300] 240 231
Shigella 21 8 0 19 0 60 8 501 75 16] 257 31| 366/ 51 180,
Parasitic I nfection
Cryptosporidioss 4 0 0 0 0 0 0 0 1 1 6 7 11 8 N/A
Giardiasis 23 15 21 8 4 15 13 371 26 101 172 142] 283| 275 275
Respiratory Diseases
Legionellosis oo o o 1 1 1 | oo o 1 2l 6 2l 8 g 8
Sexually Transmitted
AIDS 12 4 0 8 4 11 4 31 32 9 3] 118 148 191| 222 177
HIV Infection 19 6 4 11 6 6 1 28 31 14 9] 135 112 223| 211 N/A
Chlamydia 270] 118 78| 156 221] 318 790] 871] 636] ****| 3458| 2800| 6959| 5645 N/A
Gonorrhea 80 19 20 33| 115 46 520] 553| 322| ****| 1708| 2514| 3550| 4152 N/A
P & Ssyphilis 1 0 0 0 1 1 5 7 i B 19 23| 501 57 N/A
Tuberculosis
TB Disease 3 1 2 0 9 0 1 7 8 11 1 43 451 771 73 N/A
TB Infections N/Al N/A] N/Al N/A|l N/A]l N/A] N/Al N/Al N/A[ N/A N/A] N/A]l N/A] N/A| N/A N/A
Zoonotic
Ehrlichiosis 3 0 0 1 0 1 0 0 0 1 6 0 6 0 N/A
Lyme-like Disease 0 0 0 0 0 0 0 0 0 0 0 6 0 6 20
Rabies (Animal) 0 0 0 0 4 0 0 0 0 0 4 12 9] 20 14
Rocky Mountain Spotted Fever 2 1 0 3 0 0 0 0 1 0 7 2 8 2 6
Tularemia 3 0 1 0 0 2 0 0 0 0 6 3 6 3 5
Outbreaks L ow Frequency Vaccine L ow Frequency Diseases
Foodborne - 4 Preventable Diseases Anthrax Plague
Waterborne - 1 Diphtheria Botulism Psttacosis
Samonella- 2 Hib Meningitis Brucellosis Rabies (human)
Scabies- 1 Hib other invasive - 8 Chancroid Reye syndrome
Shigdla- 1 Palio Cholera Rheumatic fever, acute
Other - 2 Rubella- 2 Encephalitis Streptococcal Disease, Invasive, Grp A - 9
Tetanus Granuloma Inguinale Streptococcus pneumoniae,

Kawasaki Disease - 4
Leptospirosis

Ligteria- 4
Lymphogranuloma Venereum

Drug Resistant Invasive Disease
Toxic Shock Syndrome - 1
Trichinosis
Typhoid Fever

*Reporting Period Beginning April 4, 1999 and Ending June 26.
**Totals do not include Kansas City, St. Louis City, St. Louis County, or Springfield

*** State and Federal Institutions
****|ncluded in SW District
N/A Dataunavailable
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Dueto data editing, totals may change
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Disease Reports, January—June 1999 and 5-Year Median

1
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Viral Hepatitis

The 204 cases of hepatitis A reported during the January—June, 1999 time period represent a decrease of 41.7%, from the
350 cases of hepatitis A during January—June 1998. The bulk of the cases are still being reported from the Southwestern Health
District. The 204 cases represent a decrease of 60.1% from the five-year median of 511.

Hepatitis B declined 22.4% from 125 in 1998 to 97 in 1999 from the six-month period and is 49.7% below the five-year six-
month median for January—June of 193 cases.

Enterics

Campylobacter rose by 16.0% during the monthly time period from 213 cases in 1998 to 247 cases in 1999. It fell 4.3% from
the five-year median of 258 cases. Salmonella increased 25.0% from 240 cases in 1998 to 300 cases in 1999. This is an
increase of 29.9% over the five-year median of 231 cases. Shigellosis increased 617.6% from 51 cases in 1998 to 366 cases
in 1999 and 103.3% from the five-year median of 180. The large increase in cases was due to outbreaks in daycare facilities
and schools in the Southwestern and Eastern health districts. Pulsed Field Gel Electrophorosis testing of specimens from
these outbreaks found different subtypes indicating these outbreaks were unrelated to each other.

Parasites
Giardiasis increased slightly by 2.9% from 275 cases in 1998 to 283 cases in 1999 for the January—June time period. The
number of cases for the six-month period for 1998 is the same as the five-year median for the time period.

Meningitis
Meningococcal meningitis rose by 169.2% from 13 cases in 1998 to 35 cases in 1999. This is an increase of 20.7% from the
five-year median of 29 cases.

Hib Disease

No cases of Hib meningitis were reported for this time period in 1999. No cases were reported for this time period as well
in 1998, 1997 and 1996. Other invasive Hib disease rose 171.4% from 7 cases in 1998 to 19 cases in 1999. The number of
cases for the six-month period for 1998 is the same as the five-year median for the time period.
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TEAROUT FORFUTURE REFERENCE
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Change in Financial Eligibility Criteria for Missouri’s
Statewide AIDS Drug Assistance Program (ADAP)

Thefinancia eligibility criteriafor the
Missouri Statewide AIDS Drug Assis-
tance Program (ADAP) is changing.
Currently, thefinancial eligibilityisat or
bel ow 185 percent of theFederal Poverty
Level. Effective September 1,1999, all
eligibility criteriawill remain the same
excepttheupper financial eigibility limit
for al medicationsassi stance programs
administered by the Missouri Depart-
ment of Health will beat or below 300
per cent of the Federal Poverty L evel.
SeeClient Eligibility below.

The goal of this increase in financial
eligibility criteriaisto expand accessto
expensive antiretroviral combination
therapy for persons living with HIV/
AIDS.

The benefits of antiretroviral combina-
tion therapy include reductionsin HIV
morbidity andmortality. However, costs
foramonth of antiretroviral combination
therapy rangefrom$900-$12000r higher,
depending on the specific medications
utilized. These monthly costs often
exceed the financial resources of many
persons living with HIV/AIDS. By
increasingthefinancial eigibility criteria,
morepersonslivingwithHIV/AIDSmay
receiveassistance, if eligible.

The Missouri Statewide AIDS Drug
Assistance Program (ADAP) is briefly
outlined below:

Purpose:

The purpose of the Missouri Statewide
ADAPistoprovidemedicationsusedin
the treatment of eligible persons with
HIV or AIDS throughout the state.

Overview:

The Missouri Department of Health
implemented the Statewide ADAP in
November 1996. ADAPusesaformulary
of eligible medications and program
criteria that are the same for the whole
state.
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ADAP usesfederal Ryan WhiteTitlel|
funds and state general revenue funds
toprovidepeoplelivingwithHIV/AIDS
withlife-sustaining medications.

ADAP works with other existing
programs, such asregional Ryan White
Titlell and Titlel in KansasCity and St.
Louis, reaching individual swho do not
receive assistance for payment of
medications from other sourcessuch as
Medicaid, private insurance or Medi-
care. ADAP aso helps ensure equal
accessto Al DSmedicationsthroughout
the state.

Client Eligibility:

Inordertobeeligiblefor ADAPbenefits,
a person must:
[l BeaMissouri resident;

[l Haveaverified HIV-positive
diagnosis;

[ BeenrolledinHIV/AIDScase
management;

[l NotbeeligibletoreceiveHIV
medi cations through any other
program, private insurance or other
third party payer; and

[l Meetfinancial digibility criteria
(contact an HIVV/AIDS case
manager for moreinformationon
financia eligibility).

Eligible Medications:

Drugsincluded inthe Statewide ADAP
formulary are those recommended by
the Missouri HIV/AIDS Medications
Advisory Committee, which consistsof
medical professional sandpersonsliving
with HIV/AIDSfrom acrossthe state.

Accessto Medications:

ADAP program funds are sufficient to
provide accessto medicationstoonly a
limited number of persons. The high
cost of medicationsrestrictsthenumber
of individualswho can receive drugs at

any giventime. Eacheligiblepersonwho
is interested in accessing medications
through ADAPwill berequiredtoobtain
a prescription from his/her physician
and contact hissher HIV/AIDS case
manager. Individuals who enroll when
ADAPisatfull capacity will beputonan
access waiting list.

Medical Guidelines:

Highly Active Antiretroviral Therapy
(HAART) isnowthestandard of carefor
patientsreceivingtherapy for HIV/AIDS.
In most cases, thismeanstherapy witha
minimum of threeantiretroviral drugs.

The Missouri ADAP program has
adopted guidelines from the Panel on
Clinical Practicesfor Treatment of HIV
Infection, convened by the Department
of Health and Human Services(DHHYS)
and the Henry J. Kaiser Family Foun-
dation, and aso from the U.S. Public
Health Service and the Infectious
Diseases Society of America (USPHS/
IDSA), as the recommended standards
of care.

The most current medical guidelines,
along with other information on HIV
treatment, areavailableonthelnternet at
http:/Amww.hivatis.org/

Adherence:

The Department of Health strongly
encourages individuals to speak to a
physician or other qualified individual
regarding theeffectsof medicationsand
theimportanceof adheringto prescribed
medicationregimens.

For more information on the Statewide
ADAP, contactanHIV/AIDScaseman-
ager in your area (See map on page 23),
or contact theSectionof STD/HIV/AIDS
Preventionand Care Services, P.O. Box
570, Jefferson City, MO 65102, Ph: (573)
751-64390r (800) 359-6259.
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U.S. Influenza Sentinel Physician Surveillance Network

Mary E. Kliethermes, R.N., B.S.
Section of Communicable Disease
Control and Veterinary Public Health

For thethird year, the Missouri Depart-
ment of Health will participate in the
Centers for Disease Control and Pre-
vention (CDC) influenza surveillance
project calledtheU.S. InfluenzaSentinel
Physician Surveillance Network. The
program is designed as an active
surveillancesystemtoprovide CDCwith
currentinfluenzarlikeillnessinformation
duringtheinfluenzaseason. L ast season,
39 states and the District of Columbia
collaborated with CDC on this project.
The1999-2000influenzaseason begins
the week of October 9, 1999, and goes
through the week of May 20, 2000.

The success of this program relies on
physicians and nurse practitioners
working in a collaborative practice to
collectinfluenza-likeillnesssurveillance
numbers. CDC defines influenza-like
illnessasfever >100° Fahrenheit (37.8°
C) and cough or sore throat, in the
absence of aknown cause. Throughout
the influenza season, physicians are
asked to tally weekly the number of
patients, stratified by age group, that
they treat with symptoms of influenza-
like illness and the total number of
patients seen during the same week.
Priortonoonon Tuesday of thefollowing
week, physicians are asked to call a
dedicated phone number using an
assigned 1D code and enter the week’s
databy touch-tone code, or they canfax
the data in. This year, physicians will
also have the option to report data via
the Internet, which promisesto bemore
convenientandprovidesCDCwith*“real-
time” data. Throughout the season,
influenzasentinel physicianscanreview
the data through a special password-
protected Internet site.

Toenhancethisprogramandto provide
CDC with additional data, the Missouri
State Public Health L aboratory (SPHL)
will supply each physician participating
in the influenza sentinel physician
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surveillance network with viral culture
kitsandinstructionson proper collection,
storage and shipping methods. During
the influenza season, each sentinel
physician will be able to ship two viral
culturesper week for testingtothe SPHL.
Results of the viral cultures, aswell as
selectisolates, will beforwardedtoCDC
throughout the season and will be used
toidentify thecirculatinginfluenzastrain.
Inaddition, thisinformationwill beused
to hel p determinethe componentsof the
vaccine for the next influenza season.
The information can also be used to
identify viral driftsor shiftsand serveas
apandemicwarning.

The Department of Health is in the
processof devel oping plansforthe1999—
2000influenzaseasonandwouldliketo

improve the sentinel physician surveil-
lance representation in Missouri. The
department hopesto recruit many more
physicians, especially those practicing
in the metropolitan areas, so that the
influenzasurveillancedatamoreequally
represents the areas of Missouri's
population centers.

If youareaMissouri physician, or nurse
practitioner workingincollaborationwith
a physician, and are interested in
participating in or would like more
information about the U. S. Influenza
Sentinel Physician SurveillanceNetwork,
please contact your local public health
agency or the Section of Communicable
Disease Control and Veterinary Public
Health at (573) 751-6113 or (800) 392-
0272.

Communicable
Disease Control
1998 Annual Report

(continued from page 5)

healthdistrict whichreported 210 cases,
althoughtherewasasmallerincreasein
the number of cases from the North-
western health district (37 to 71 cases).
Statewide, thisrepresentsan 81.1 percent
increase from the 5-year median of 175
cases.

No casesof Haemophilusinfluenzatype
B (Hib) meningitiswerereportedin1998,
continuing the downward trend since
the introduction of the vaccine. There
were ten cases of Hib other than
meningitis, up from last year’ s count of
seven cases. All cases occurred in
persons above 40 years of age.
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Partners in Early Breast Cancer Detection:
The National Breast Cancer Awareness Month Movement
and Missouri’s Breast and Cervical Cancer Control Project

Mike Murray

Breast and Cervical Cancer Control Project
Division of Chronic Disease
Prevention and Health Promotion

October 1999 will mark the 15th annual
observance of National Breast Cancer
Awareness Month (NBCAM). The
nationwide educational campaign will
againtry toraisethe American public’s
awareness of the importance of breast
cancer screening and early breast cancer
detection. For most of its 15 years,
NBCAM has sought to reach women
who are “medically underserved’—
women who don’'t receive health
information and don’t have access to
health care. Since 1992, the Missouri
Department of Health’s Breast and
Cervica Cancer Control Project (BCCCP)
haspiggybacked ontheNBCAM effort,
sharingitsamplespotlight toinformthe
medically underserved women of
Missouri about BCCCP's no-cost
mammography program.

If the gradual nature of its increased
incidence over several decades were
ignored, breast cancer woul d bedescrib-
ed as epidemic. An estimated 175,000
new cases of invasive breast cancer are
expectedtooccur inwomenduring 1999.
Itis, by far, the most diagnosed cancer
in American women. The American
Cancer Society makesthegtatistical claim
that one in nine women will develop
breast cancer at some point in her life.
Over 43,000 Americans, including about
400 males, are expected to die of breast
cancer thisyear.

Breast cancer in Missouri mirrors the
national situation in several important
ways. The breast is the leading site of
new cancer cases in Missouri women,
and breast cancer isthe second leading
cause of cancer deaths in female
Missourians. The American Cancer
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Society estimates that 900 Missouri
womenwill dieof breast cancerin1999.
Of special concernto Missouriansisthe
breast cancer mortality ratefor African-
Americanwomeninthestate, which has
generally exceeded the national rate
since1985.

Despite the identification of numerous
risk factors for breast cancer, most of
themexist atlevelstoolowtoexplainthe
high frequency of the disease in state
and national populations. Few of these
risks are subject to behavioral or
environmental modification. Although
new researchabout BRCA1andBRCA?2
susceptibility genes for breast cancer
appears promising, and while recent
studies suggest that selective estrogen
receptor modul ators such as tamoxifen
andral oxifenemay reducewomen'’ srisk
of developing breast cancer, early
detection of thediseaseremainsthekey
tomortality reduction.

Mammography can identify breast
abnormalitiesindicative of cancer long
beforephysical symptomsappear. Early
detection increases treatment options
and enhances survival. Early detection

of localized breast cancer tumors leads
to five-year survival ratesas high as 97
percent, and studies of mammography
screening programs have asserted
mortality rate declines between 17 and
33 percent. TheAmerican Cancer Society,
the American College of Surgeons, the
American Medical Women's Associa-
tion, and, most recently, the American
M edical Associationrecommendthat all
women get mammograms annually
starting at age 40. (Due to federal
guidelines, however, women generally
must be age 50 or older to obtain annual
screening mammograms through the
Missouri Breast and Cervical Cancer
Control Project.)

Early breast cancer detection and
universal access to mammography are
NBCAM'’s central themes. Seventeen
national service organizations, profes-
sional associations, and government
agencies will sponsor this October’s
nationwide media blitz. Radiology
facilities across the country will offer
mammograms at reduced rates. Health-
and cost-conscious employers will
educate their female workers on the
importance of breast cancer screening.

ﬂ
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Missouri, contact:

(/

October is National Breast
Cancer Awareness Month

The National Breast Cancer Awareness Month website can be
found at http://www.nbcam.org.

Forinformation on statewide breast cancer awareness activities in

American Cancer Society, Columbia, MO
Ph: (800) 429-7753

“
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Seven Fortune 500 corporations have
purchased or leased their own mam-
mography equipment and will provide
no- or low-cost mammogramstofemale
employees.

Local groups are planning special
screening events, conferences, and
fundraisers for October. Mobile mam-
mography screenings, some at no cost
to participants, are scheduled for
communities in South Carolina, New
Y ork, and New Jersey. Medical confer-
ences scheduled in October include the
first Lynn Sage Breast Cancer Sympo-
sium in Chicago, a Cancer Care-M.D.
AndersoneventinHouston, andHarvard
Medical School’s annual breast cancer
conference in Boston. Noncompetitive
race/walks in Atlanta, Boise, Los
Angeles, SantaMonica, and Tucsonwill
rai sefundsthisOctober for breast cancer
research. Throughout the Northeast,
churchbellswill ring or special moments
of silencewill beobservedinmemory of
breast cancer victims.

Missouri’s Breast and Cervical Cancer
Control Project (BCCCP) raisesitsprofile
duringNBCAM. Since1992,BCCCPhas
provided no-cost breast and cervical

cancer screenings and follow-up
diagnostic servicesfor Missouri women
who meet age and income guidelines.
The project networks 126 service
providers statewide, including physi-
cians, clinics, hospitalsandlocal public
health agencies. Eachyear during Breast
Cancer Awareness Month, BCCCP
supplies promotional materials to its
providersandplacesTV,radio, andprint
advertisementsstatewide. Last October,
BCCCP sSt. LouisPartnershipfor Breast
and Cervical Cancer Awareness hel ped
sponsor an unveiling ceremony for the
US Postal Service's new breast cancer
research stamp. Asit did last year, the
Mid-Missouri Partnership for Breast
Cancer Awareness, with BCCCP parti-
cipation, will openNBCAM in1999with
acandlelight vigil in Columbiato honor
local breast cancer victims.

BCCCP shares with the sponsors of
NBCAM an emphasis on those women
who are medically underserved. These
are older women, poor women, often
undereducated, and often women of
color. Freguently they livein neighbor-
hoods, both rural and urban, where
medical servicesarenot readily available.
NBCAM sponsors have launched

Global Climate
Change

(continued from page 18)
Climatechange: Stateof knowledge.
October 1997. EPA 236K 97002.

4. Emerging Public Health Threatsand
theRoleof Climate Change. A report
ontheMarch, 11-12, 1998 conference
sponsored by the EPA Office of
Policy, Planning and Evaluation,
Officeof Economy and Environment.

5. EPA Globa Warming Site: IntheNews.
http://Amww.epa.gov/globalwar ming/
newsfindex.html

6. Missouri Department of Hedlth, Office
of Epidemiology. Heat surveillance
summary - 1998. Missouri Epidemio-
logist1999:21(2);21-23.
http://www.health.state.mo.us/
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7. Press Release. World Wildlife Fund
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8 CDC, U.S. Department of Healthand
Human Services. National Center for
Environmental Health, 1997 Fact Book.
August 1997.
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http://www.cdc.gov/epo/mmwr/
previen/mmwr html/mm4822a2.htm

multicultural and, where necessary,
bilingual initiativestoreachthesewomen
wheretheylive. BCCCPmediacampaigns
seek to reach the same groups in
Missouri. Of the48,000+women BCCCP
has served in its seven-year existence,
29percentwereage500r ol der, 33 percent
did not finish high school, 24 percent
were African-American, and 2 percent
were of Hispanic descent. BCCCP
providers have diagnosed 237 cases of
breast cancer in these underserved
populations.

Further information about the Breast
and Cervical Cancer Control Project is
available to callers at (573) 876-3273.
Informaton on breast cancer is also
available through the Department of
HeathHomePageat http://www.health.
satemo.us/GL Request/BreastCancer/
BC.html.
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Guidelinefor [ |
Prevention of Surgical i
Site Infection, 1999 1

The recently released Guideline B
for Prevention of Surgical Site
Infection, 1999 presents evi-
dence-based recommenda- |
tions for surgical site infection
(SSI) prevention; provides an B
extensive review of the epide-
miology, definitions, microbio-
logy, pathogenesis, and sur- |
veillance of SSI; and provides a
detailed discussion of the pre-, I
intra-, and post-operative issues
relevant to SSI genesis.

i
The guideline and information i
about continuing education i
credit are available at http:// [ |
www.cdc.gov/ncidod/hip/ [ |
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HIV/AIDS in Missouri: 1998

RobertHamm,M.D., M.P.H.
Office of Epidemiology

NOTE: HIV-infected per sonswho have
been reported to the Missouri Depart-
ment of Health(MDOH) areplacedinto
one of two mutually exclusive cate-
gories: HIV cases and AIDS Cases.
Together, thesetwo groupsof casesare
referred to as HIV disease. An AIDS
caseisanindividual inthelater stages
of HIV disease who meets the Centers
for Disease Control and Prevention
(CDC) surveillance case definition for
AIDS An HIV caseisanindividual in
the earlier stages of HIV disease who
has never met the CDC AIDS case
definition. If an HIV case progressesin
their diseaseprocessand meetstheAIDS
case definition, then he or she is
reclassifiedasan AlDScase. HIV cases,
in general, represent persons more
recentlyinfectedwith HIV; AIDScases,
in general, represent persons less
recently infected (the average incuba-
tion for AIDSin theabsence of effective
antiretroviral treatment is approxi-
mately 8-10 years).

From 1982 through 1998, a total of
7,894 AIDScaseshavebeenreportedin
Missouri residents.* In1998,466 AIDS
cases were reported; the corresponding
rate** was 8.6 cases per 100,000
population (theU.S. AIDSratefor cases
reported during 1998 was 17.1).

Of 7,894 AIDS cases reported through
the end of 1998, 4,398 (55.7%) were
known to have died, and 3,496 (44.3%)
were living with AIDS. During 1998,
145 AIDS-related deaths in Missouri
residents were reported on death
certificates.

An additional 3,983 HIV cases have
been reported in Missourians***; 486
HIV caseswerereportedin1998. Insum,
from 1982 through 1998, 11,877
Missourians with HIV disease (7,894

AIDS casesand 3,983 HIV cases) have
been reported to MDOH.

Table 1 describesHIV and AIDS cases
by gender, race/ethnicity, age at
diagnosis, and exposure category, as
well as geographic location.

Mal es continueto make up the majority
of reported HIV and AIDS cases (78.0
percent of the 486 HIV cases and 84.5
percent of the 466 AIDS cases reported
in 1998).

African Americans continue to be very
disproportionately represented in the
HIV/AIDSepidemic. Although African
Americans make up only about 11
percent of Missouri’s population, they
accountedfor 44.4 percent of HIV cases
and42.3percent of AIDScasesreported
in1998. Theratefor HIV casesreported
in1998in African Americans(35.9) was
6.6 times the rate in whites (5.4). For
Hispanics, theratesfor HIV and AIDS
cases reported in 1998 were approxi-
mately twice those seen in whites.
However, thenumbersof casesreported
in Hispanics (9 HIV casesand 9 AIDS
casesin 1998) have been small. Asians
and American|ndianseachmakeupless
than 0.5 percent of the total reported
HIV and AIDScases. In 1998, two HIV
cases were reported in Asians; none
werereported in American Indians. No
AIDS cases were reported in persons
from either of these groupsin 1998.

Many new HIV infectionsinMissourians
areoccurringinpersonsintheir twenties,
andinfectionsarealsooccurringinteen-
agers. Of HIV cases reported in 1998,
43.6 percent were diagnosed in 30—39
year olds (some of these individuals
wereinitially infected in their twenties)
and 29.8 percent in 20-29 year olds
(someof theseindividual swereinfected
in their teens).

Among reported HIV cases, which
generally represent persons more

recently infectedwith HIV, themajority
acquired their infection through male
homosexual contact; the second largest
number acquiredtheir infectionthrough
heterosexual contact. Of the 480 adult/
adolescent HIV casesreported in 1998:
275 (57.3%) werein men who have sex
withmen (M SM); 23(4.8%) inmenwho
have sex with men and inject drugs
(MSM/IDUs); 25 (5.2%) in injecting
drug users (IDUs); 79 (16.5%) in
heterosexual contacts; and 75 (15.6%)
arestill being investigated and have not
yet been placed in a specific exposure
category."

A total of 33 perinatal HIV casesand 42
perinatal AIDScaseshavebeenreported
with6perinatal HIV casesand 2 perinatal
AlDScasesreportedin 1998. (Perinatal
casesaretheresult of HIV transmission
from an infected mother to her infant
before or at the time of birth.)

Table 2 provides information on 1998
HIV cases and rates by race/ethnicity
and geographic area. In each area (St.
Louis City and County, Kansas City,
and Outstate Missouri), the HIV case
ratein African Americansisnoticeably
higher than in whites.

Table3onpage30 summarizesreported
HIV and AIDS cases and rates by
geographic area. The highest rates of
HIV and AIDS cases are in St. Louis
City, followed by KansasCity, St. Louis
County, and Outstate Missouri. Of the

486 HIV cases reported in Missouri

residents in 1998:

* 123(25.3%) werefrom St. LouisCity;
the rate was 36.0 cases per 100,000
population

* 70(14.4%) werefrom St. LouisCounty;
theratewas 7.0

* 120 (24.7%) were from Kansas City;
the rate was 26.8

* 130 (26.7%) were from Outstate

Missouri; the rate was 3.6
(continued on page 30)

*Does not include 273 AIDS cases diagnosed in persons residing in Federal correctional facilities in Missouri.

**All rates are per 100,000 population, using 1997 population estimates.
*** Does not include 100 HIV cases diagnosed in persons residing in Federal correctional facilities in Missouri.

TWhen this is done, most will be assigned to one of the four major exposure categories: MSM, MSM/IDU, IDU, or heterosexual contact.
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Table 1. Summary of Reported HIV and AIDS Cases, Missouri, 1982-1998
HIV Cases* AIDS Cases** HIV/AIDS Cases
Reported 1998 Cumulative* Reported 1998 Cumulative Cumulative
Case % Case % Case % Case % Case %
Geographic Location
MiSSOUIi ....ooveeeeeeenen. 4% 1000%) ... 3983 (100.0%) ........ 466 (100.0%) ...... 7,894 (100.0%) ........ 11,877 (100.0%)
St. LouisCity" ... 123 (253%) ... 1179  (296%) ........ 146  (3L3%) ......2169 (275%) .......... 3348 (28.2%)
St. Louis County' ............ 0 (144%) .. 511 (12.8%) ......... 68 (146%) ...... 1218 (154%) .......... 1729 (14.6%)
Kansas City" .......cco........ 120 (247%) ... 1029 (258%) ........ 112 (24.0%) ......2261 (286%) .......... 3290 (27.7%
outstate’ ........cooovvereren, 130 (26.7%) ... 9B (249%) ........ 121 (26.0%) ......2056 (26.0%) .......... 3049 (25.7%)
Missouri Correctional
Facilities! .......ccccvvvenn. 43 (88%) ... 271 (68%) ......... 19 (41%) ... 190  (24%) oo 461 (39%)
Gender
Male ..o, 39 (780%) .. 3349 (84.1%)........ 3% (845%) .....7221 (915%) ....... 10570 (89.0%)
Femae ......coovvveeeeereene, 107 (20%) ... 634 (159%) .......... 72 (155%) ... 673  (85%) .......... 1307 (11.0%)
Race/Ethnicity
WHhIte ..., 23 (521%) ... 2143  (538%)........ 259  (55.6%) ......5346 (67.7%) .......... 7489 (63.1%)
2] 216 (444%) ... 1702 (42.7%) ....... 197  (42.3%) ......2347 (297%) ......... 4049 (34.1%)
HISPaNIC ..ovveveevereeeeene 9  (19%) .. 8 (22%) .o, 9 (L9%) ......... 152 (L9%) oo 220 (2.0%)
Asian/Pacificlslander .......2  (04%) ... 13 (03%) oo 0 (00%) ... 17 (02%) ............. D (0.3%)
American Indian ............... 0  (00%) ... 1 (03%) oo 0 (00%) ... D (04%) ..o, 4 (0.3%)
UNKNOWN ..o 6 (12%) ... 27 (07%) ............ 1 (02%) ... 2 (01%) ... 2 (0.2%)
Age at Diagnosis?
<L 6 (12%) ... 0 (L0%).....c..... 2 (04%) .......... 58 (0.7%)
1329 e, D (41%) ... 187 (4.7%) ............ 6 (13%) .......... 7 (L0%)
2029 .. 145 (208%) ... 1589 (39.9%)) .......... A (180%) ...... 1832 (232%)
30-39 212 (436%) ... 1518 (38.1%))........ 207 (46.6%) ...... 3615 (45.8%)
4049 ... & (169%) ... 55 (12.7%) ........ 11 (238%) ...... 1652 (20.9%)
SA9 ...t 2 4.3%) ... 144 (36%) .......... 6 (9% ... 665  (84%)
Exposure Category'"
VIS LY (56.6%) ... 2431 (61.0%) ........ 20 (62.2%) (68.1%)
VISV I{[ o]0 R— 47%) ... 20 (65%) ... 2 (6.9%) (8.2%)
170 JE (51%) ... 39 (9.8%) ......... Q0 (86%) (8.0%)
Heterosexual Contact (16.3%)  ........ 554 (13.9%) ......... 5 (11.4%) (9.3%)
Adult Hemophiliac (06%) ... D (07%) ... (0.0%) (1.4%)
Adult Transfusion 00%) ......... 14 (04%) ... 2 (04% (0.9%)
Other/Unknown Adult.... 5 (154%) ........ 25 (6.7%) .......... 47 (10.1%) (3.2%)
Perinatal Transmission...... 6 (12%) ......... B (08%) ............ 2 (04%) (0.6%)
Other/Unknown Pediatric .0 (0.0%) ........... 7  (02%)) ............ 0 (0.0%) (0.2%)
Missouri Total .......... 486 (100.0%) ....3,983 (100.0%) ...... 466 (100.0%) .... 7,894 (100.0%) ..... 11,877 (100.0%)
*HIV Cases-Persons with HIV infection who have not developed one of the specific diseases or conditions which would cause them to meet the case
definition for AIDS.
**AIDS Cases-Persons with HIV infection who have developed one or more of the specific diseases or conditions which cause them to meet the AIDS case
definition.
TDolesI Inot include persons living in correctional facilities at the time of diagnosis.
Includes state, county and local correctional facilities.
*For HIV Cases, Age at Diagnosis is the age at which the individual was first diagnosed with HIV infection.
For AIDS Cases, Age at Diagnosis is the age at which the individual was first diagnosed with AIDS.
T MSM=men who have sex with men; MSM/IDU=men who have sex with men and inject drugs; IDU=injecting drug users
Table 2. Reported HIV Cases and Rates by Race/Ethnicity and Geographic Area,
Missouri, 1998
TOTAL WHITE. NON-HISPANIC BLACK., NON-HISPANIC HISPANIC
CASES RATE* CASES RATE* CASES RATE* CASES RATE*
ST LOUIS CITY 12 36. 46 29. 77 43. 0 0.0
ST LOUIS CO 70 7.0 40 5.0 29 17. 1 7.9
KANSAS CITY 12 26. 60 21. 54 41. 5 26.
OUTSTATE TOTAL 13 3.6 96 2.8 24 18. 3 6.6
MO CORRECTIONAL FACILITIES** 43 -—-- 11 ---- 32 -—-- 0 S
MISSOURI 48 9.0 25 54 21 35. 9 11.
*Per 100,000 population, based on 1997 population estimates.
**Includes state, county, and local correctional facilities.
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Table 3. Summary of Reported HIV and AIDS Cases, Missouri, 1982-1998
HIV Cases* AIDS Cases**
Reported 1998 Cumulative Reported 1998 Cumulative
Geographic Area Case % Rate*** Case % Case % Rate*** Case %
Location
St. LouisCity* 123 (253%) ....360 1179 (29.6%) 146 (3L3%)....427 2169 (27.5%)
St. Louis County* 0 (144%) .....70 511 (12.8%) 68 (146%)....68 1218 (154%)
Kansas City" 120 (24.7%) ... 268 1029 (258%) 112 (240%)....250 2261 (286%)
Outstate! 10 (267%) .....36 9B (24.9%) 121 (260%).....34 2056 (26.0%)
Missouri Correctional Facilities'™ 43 (8.8%) ...... - 211 (6.8%) 19 (41%)...... - 190  (24%)
Community Planning Regions
St. Louis' 20 (41.2%) ....124 1751 (44.0%) 219 (47.0%)....136 3520 (44.6%)
Kansas City" 138 (284%) ....135 1208 (30.3%) 136 (292%)....133 2711 (34.3%)
Northwest' 6 (12%) ......24 6L (L5%) 2 (04%)....08 137 (L7%)
Northeast' 2 (04%)......08 B (0.7%) 5 (11%)..... 20 8  (09%)
Central' B (58%)....29 22 (58%) D (84%)....40 41 (62%)
Southwest' B (88%)....57 X1 (7.3%) % (7.3%)....45 58 (68%)
Southeast' % (53%)....48 141 (35%) 2 (26%)...22 29 (30%)
Missouri Correctional Facilities™ 43 (8.8%) ...... 211 (6.8%) 19 (41%)...... 190 (24%)
Missouri Total 486 (100.0%) ......9.0 3,983 (100.0%) 466 (100.0%) ..... 8.6 7,894 (100.0%)
*HIV Cases-Persons with HIV infection who have not developed one of the specific diseases or conditions which would cause them to meet the case definition for AIDS.
** AIDS Cases-Persons with HIV infection who have developed one or more of the specific diseases or conditions which cause them to meet the AIDS case definition.
***Per 100,000 population, based on 1997 population estimates.
"Does not include persons living in correctional facilities at the time of diagnosis.
MIncludes state, county and local correctional facilities.

(continued from page 28)

* 43 (8.8%) were in persons living in
Missouri correctional facilities at the
time of diagnosis

Of the 466 AIDS cases reported in
Missouri residents in 1998:

* 146 (31.3%) werefrom St. LouisCity;
the rate was 42.7 cases per 100,000
population

* 68(14.6%) werefromSt. LouisCounty;
therate was 6.8

* 112 (24.0%) were from Kansas City;
the rate was 25.0

* 121 (26.0%) were from Outstate
Missouri; the rate was 3.4

* 19 (4.1%) were in persons living in
Missouri correctional facilities at the
time of diagnosis

Figures 1 and 2 show cumulative HIV
and AIDS casesby county. At least one
HIV case has been reported from 94
(82.5%) of Missouri’s114 counties. At
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S All cases within the city limits of Kansas City are included in the totals for 2 1
Kansas City. Cases indicated in Jackson, Clay and Platte counties are g
outside the city limits of Kansas City.

This map does notinclude persons living in correctional facilities at the time of diagnosis.

Figure 1. Reported HIV cases by county, Missouri, cumulative through 1998.
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outside the city limits of Kansas City.

S All cases within the city limits of Kansas City are included in the totals for 5
Kansas City. Cases indicated in Jackson, Clay and Platte counties are 23|z

This map does not include persons living in correctional facilities at the time of diagnosis.

Figure 2. Reported AIDS cases by county, Missouri, cumulative through 1998.

least one AIDS case has been reported
from 105 (92.1%) of the state’s 114
counties. Only five (4.4%) Missouri
counties have not reported any HIV or
AlDScases.

Thefollowing describe apparent trends
intheHIV/AIDSepidemicinMissouri.
Such trends may provide indications of

the future course of the epidemic, as
well asindications of which groups are
increasingly becoming affected.

* The 466 AIDS cases reported in
Missouri residentsin 1998 represented
a 2.7 percent decrease from the 479
cases reported in 1997. See Figure 3.
Thisdecreaseismuch smaller thanthe

41 .2 percent decreaseinreported AIDS
cases from 1996 to 1997. The large
declineinreported casesfrom 1996 to
1997 wasbelieved tobelargely dueto
improvementsinthecareandtreatment
of HIV-infected persons, especialy
the use of combination antiretroviral
therapy. Failure of antiretroviral
therapy does, however, occur, and the
much smaller declineinthenumber of
AIDS cases reported in 1998 may in
part reflect the occurrence of such
treatment failure in a number of
persons.
The 145 AIDS-related deaths in
Missouri residents reported on death
certificates during 1998 represented
an 11.0 percent decreasefromthe 163
deathsreportedin 1997. Thisdecrease
ismuch smaller than the 51.9 percent
decreasein AIDS-related deathsfrom
19960 1997. Theexplanationfor this
smaller declinein such deathsin 1998
may alsoin part reflect the occurrence
of treatment failures.
Despite the occurrence of treatment
failures, combination antiretroviral
therapy has been successful in many
persons, resulting in marked reduc-
tionsin morbidity and mortality. This
appears to be reflected in the 8.1
percent increase in the number of
persons living with AIDS (AIDS
prevalence) at theend of 1998 (3,496)
(continued on page 32)
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1,800+
Through December 31, 1998:

1.500- 7,894 Cumulative AIDS Cases
a - 3,496 (44.3%) Persons Living With AIDS
@ 4,398 (55.7%) Deaths Among Persons Reported With AIDS
O 1,200+
9]
a
< 900+
°
2
S 600
o
Q
& 300

0_
198 198 198 198 198 198 198 198 199 199 199 199 199 199 199 199 199
Year of Report

O Living
m Deceased

Figure 3. Persons diagnosed with AIDS (living and deceased) by year of report, Missouri, 1982—-1998.
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(continued from page 31)
compared to the number living with
AIDS at the end of 1997 (3,235).

¢ Although men continue to make up
thelargest numbers of reported cases,
womenarebeingincreasingly affected
by the HIVV/AIDS epidemic.

—Since the mid-1980’ s, women have
generally been making up a larger
proportion of annually reported
AlDScases. Of AIDScasesreported
in1998, 15.5 percentwereinfemales.
By comparison, of AIDS cases
reported five years previously (in
1993), only 8.3 percent were in
females.

—A higher proportion of HIV cases,
compared to AIDS cases, tend to be
female, providing evidence that
among more recently infected
persons a larger proportion are
female. In 1998, 15.5 percent of
reported AlDScaseswerefemal e; by
comparison, 22.0 percent of reported
HIV caseswerefemale (see Table 1
on page 29).

—When, asshowninFigure4, reported
HIV cases' are examined by gender
andyear of diagnosis,™it canbeseen
that theannual number of diagnosed
cases in females has generally been
slowly increasing in recent years,
whereas diagnosed cases in males
have been decreasing (See also the
discussion below ontheuse of trend
data for reported HIV cases). Not
shown in this figure is the fact that
the upward trend in femalesis most
evident among African American
females.

¢ Although it seems highly likely that
the largest number of new HIV
infectionscontinuetoresultfrommale
homosexual contact, it also appears
that increasing numbersof personsare
being infected through heterosexual
contact.
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Figure 4. Reported HIV cases by gender and year of diagnosis, Missouri, 1989-98.

—Heterosexual contacts have, since
the mid-1980's, generally been
making up a larger proportion of
annually reported AIDS cases. For
AIDS cases reported in 1998, it is
estimated that eventually aimost 14
percent will be placed in the
heterosexual contact exposure
category (once those whose risk
status is currently unknown are
reassigned, after further investiga-
tion, toaspecificexposurecategory).
Five years previously (in 1993),
heterosexual contacts made up only
approximately 6.5 percent of report-
ed AIDScases).

—A higher proportion of HIV cases,
compared to AIDS cases, tend to be
heterosexual contacts, providing
evidence that among more recently
infected personsalarger proportion
haveacquiredtheirinfectionthrough
heterosexual contact. In 1998, 11.4
percent of reported AlDScaseswhose
risk category is known at this time
were in heterosexual contacts,
comparedto 16.3 percent of reported
HIV cases (see Table 1 on page 29).

—When reported HIV casesareexam-
ined by exposure category and year

of diagnosis, it can be seen that the
annual number of diagnosed cases
in heterosexual contacts has gen-
erally beenincreasinginrecentyears
(Figure 5; see dso thediscussionin
the next section on the use of trend
data for reported HIV cases). Not
shown in thisfigure is the fact that
the upward trend in heterosexual
contact casesismost evident among
African Americanfemales.

* A potentially useful way to examine
thecurrentdirectionof theHIV disease
epidemicistolook at trendsinreported
HIV cases by year of diagnosis. This
approach can be particularly helpful
because HIV cases are persons diag-
nosed with HIV infection who have
not progressed to AIDS, and so are
generally closer to the time of initial
infectionthan are personswith AIDS.
Examining changes in reported HIV
cases over time thus has the potential
toprovideageneral estimateof current
trends in new HIV infections in the
population(s) being considered.™
—Figure 4 shows reported HIV cases

by gender and year of diagnosis. For
total HIV casesand maleHIV cases,
the annual numbers of diagnosed

TThe HIV cases shown in Figures 4-8 represent individuals who were HIV cases (i.e., HIV infected but not AIDS) at the time of initial diagnosis of HIV infection.
Some of these individuals have subsequently progressed to AIDS, while the rest currently remain HIV cases. However, in these figures, where the emphasis
is on status at the time of initial diagnosis, all are considered HIV cases. (This is in contrast to the data in Table 1. In this table, once an individual who is an
HIV case meets the case definition for AIDS, he or she is no longer counted as an HIV case, and instead is counted as an AIDS case.)

11 Adjustments were made for delays in reporting of cases. That is, for more recent years, not all cases diagnosed during these years have been reported as yet.
To adjust for this, estimates were made, based on past experience, of the additional number of cases expected to ultimately be reported, and these expected
cases were added to those already reported to give the estimated total number of cases for a given year as shown in the figure.

™ This approach does have potential limitations. For many reported HIV cases, initial diagnosis of infection did not occur until several years after initial infection,
so at best the trends in reported HIV cases can only approximate current trends in new HIV infections. In addition, to be diagnosed as an HIV case, the individual
must first have been tested for HIV. Because members of certain subpopulations may be more, or less, likely to be tested, different subpopulations could be
over- or under-represented among reported HIV cases. Also, if changes in testing behavior among at-risk persons have occurred over time, this could lead to
an increase, or decrease, in the numbers of cases diagnosed and reported.
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caseshavebeendecreasing, although
the rate of decrease has slowed in
recent years. In females, the annual
number of diagnosed cases has
generally been slowly increasing in
recent years.

—Figure 5 shows reported HIV cases
by race/ethnicity and year of
diagnosis. For whites, the annual
number of diagnosed caseshasbeen
generally decreasing, although the
rate of decreasehasslowedinrecent
years. For African Americans, the
annual number of diagnosed cases
has, since 1991, shown an overall
decrease, although thisdecreasehas
been smaller and lessconsistent than
that seen in whites.

—Figure 6 shows reported HIV cases
by year of diagnosisfor whitemales
and females, and African American
males and females. For white and
African American males, theannual
numbers of diagnosed cases have
beengenerally decreasing. For white
females, the annual number of
diagnosed cases has remained
generally stable. For African Ameri-
can females, the annual number of
diagnosed cases increased slowly
from 1992 through 1996, and then
essentially plateaued the past two
years.

—Figure 7 shows reported HIV cases
by selected exposure categories and
year of diagnosis. For HIV cases
reportedinMSMs, MSM/IDUs, and
IDUs, the annual numbers of diag-
nosed cases have been generally
decreasing. The annual number of
diagnosed cases in heterosexual
contactshasgenerally beenincreas-
ing.

—Figure 8 on page 34 shows reported
HIV cases by community planning
group (CPG) region and year of
diagnosis. The annual number of
diagnosed cases from the St. Louis
Planning Region hasgenerally been
decreasing. Reported casesfromthe
Kansas City Planning Region have
generally plateaued in recent years.
The annual numbers of diagnosed
casesfromtheother planningregions

(continued on page 34)
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Figure 5. Reported HIV cases by race/ethnicity and year of diagnosis, Missouri,
1989-98.

600 7 —— White Male
500 - —— Black Male

—=— White Female
400

—— Black Female
300 A

200 ././\’_\/\‘
100 A ; : :

1989 1990 1991 1992 1993 1994 1995 1996 1997 1998

Year of Diagnosis

Reported HIV Cases

*Numbers of cases for recent years are adjusted for reporting delays, and thus are estimates of the actual number of cases
diagnosed during each of these years.

Figure 6. Reported HIV cases by race/ethnicity, gender and year of diagnosis,
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Cases currently classified as “Other/Unknown Adult,” many of which are still under investigation, have been assigned to a
specific exposure category in order to more clearly depict trends in reported HIV/AIDS cases. The proportion of Other/
Unknown Adult cases assigned to a given exposure category is based on past experience with Other/Unknown Adult cases
whose exposure risk has been determined following investigation. Such experience indicates that almost all Other/Unknown
Adult cases whose expsosure risk is eventually determined will be placed in one of four exposure categories: men who have
sex with men, men who have sex with men and inject drugs, injecting drug use, or heterosexual contact.

Figure 7. Reported HIV cases by selected exposure categories and year of
diagnosis, Missouri, 1989-98.
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(continued from page 33)
have been smaller, and have not
shown noticeable upward or down-
ward trendsin recent years.

Theoverall trendinreported HIV cases
has been downward. This could be due,
at least in part, to a decrease in the
number of new HIV infections (HIV
incidence) in recent years. It could also
potentially reflect other factors, such as
possible changes in testing behaviors
among at-risk populations. Of concern
isthefact that, for certain subpopul ations
(African-Americanfemalesand hetero-
sexual contacts), the annual number of
diagnosed HIV caseshasgenerally been
increasing.

Comment:

From 1982 through 1998, 11,877 HIV-
infected Missourians(7,894 AlDScases
and 3,983 HIV cases) havebeenreported
toMDOH. Malesandwhitescontinueto
makeupthelargest numbersof reported
cases. However, females are becoming
increasingly affected by the epidemic,
and African Americans continue to be
very disproportionately represented
among reported HIV and AIDS cases.
Whilethemajority of reported HIV and
AIDS cases continue to be in men who
acquired their infection through male
homosexual contact, the number of
heterosexual contact cases has been
increasing.

Thelargest numbers of HIV and AIDS
cases, and the highest caserates, arein
thestate’ stwomajor metropolitanareas.
However, HIV infectionisal sooccurring
inpersonslivinginrura areas, and HIV
and AlDScaseshavebeenreportedfrom
most counties in the state.

Numbersof reported Al DScasesshowed
asubstantial declinefrom1996t01997;
however, only avery small decreasewas
seen in reported cases from 1997 to
1998. Similarly, while the number of
AlIDS-related deathsdropped markedly
from 1996 to 1997, the decline from
1997 to 1998 wasmuch smaller. Onthe
other hand, thenumber of personsliving
with AlIDSincreased from 1997t01998.
Taken together these trends appear to
reflect, at least in part, the successesand
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failures of the newer therapiesfor HIV
disease.

An accurate understanding of trendsin
HIV incidence has been difficult to
obtain. One approach to thisproblemis
to examine HIV cases (which represent
personsmorerecently infected) by year
of diagnosis. Whenthisisdonefor HIV
casesreportedinMissouri, itisapparent
that theoverall trend hasbeen generally
downward inrecent years. Thismay, as
stated above, be at least partially dueto
anactual decreasein thenumber of new
HIV infections in recent years. It may
also, however, be due at least in part to
other factors, such as possible changes
in testing behaviors among persons at-
risk for HIV infection. But regardl essof
the cause or causes for the overall
downwardtrend, thefact that theannual
numbers of diagnosed HIV cases in
females(particularly African American
femal es) and heterosexual contactshave
beenincreasingisanapparentindication
of agrowing problem inthese subpopu-
lations.

The HIV/AIDS epidemic continues to
be a very significant problem in
Missouri. Evenif the overall number of
new HIV infections is decreasing, and
thereisnot yet sufficient informationto
allow this conclusion to be stated with
certainty, there continue to be signifi-
cant numbers of persons becoming
infected. In addition, it appears that at
least for some subpopulations, the

number of new infections is actualy
increasing.

The presently available antiretroviral
therapies have provided very sub-
stantial benefitto many infected persons
by slowing the progression from the
earlier stages of HIV disease to AIDS,
andfromAlDStodeath. However, these
therapies are not a cure, and are
associated with many problems such as
adherence, adverse reactions, develop-
ment of resistance, treatment failure,
and cost. Emphasis must continueto be
placed on prevention of new infections.

* Medical providers should routinely
conduct appropriate risk assessments
on their patients, provide counseling
and any necessary referrals for those
who areat risk for HIV infection, and
strongly encourageall at-risk persons
to betested for HIV.

¢ All pregnant women should receive
counseling/education regarding HIV
infection and be encouraged to
undergo voluntary HIV testing.l23
Those found to be infected should be
offered treatment according to current
guidelines.* Such treatment should be
provided by, or in consultation with,
a physician who has expertise in the
treatment of HIV-infected pregnant
women.

* All medical facilities, including
clinicsand physicians’ offices, should
have written protocols for managing
occupational exposures to HIV (and
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other bloodborne pathogens). These
protocols should be periodically
updated to remain consistent with
current guidelines.®s7
Medical providersshould be aware of
management options, and current
recommendations,® for situations in
which individuals have non-occupa-
tional (sexual or injecting-drug—use)
exposureto HIV.
Medical providers should promptly
report, asrequired by Missouri law, all
casesof HIV infection/AIDStopublic
health officials. Providersin St. Louis
City and St. L ouisCounty shouldreport
casestothe St. LouisCity Department
of Health and Hospitals at (314)
658-1159. Providersinthefive-county
Kansas City metropolitan areashould
report to the Kansas City Health
Department at (816) 983-4200. All other
providers should report to MDOH’s
Officeof Survelllanceat (573) 751-6463.
Medical providersshoulda sobeaware
of current guidelines®for thescreening,
diagnosis, and treatment of sexualy
transmitted diseases (STDs) such as
chlamydia, gonorrhea, syphilis, and
trichomoniasis. The presence of these
conditions is known to increase HIV
infectivity andHIV susceptibility, and
the early detection and treatment of
curable STDs should be a major
component of HIV prevention pro-
grams.X?

Ongoing effortsare needed to help at-

risk persons modify those behaviors

whichcanresultinthetransmission of

HIV. Families, schools, churches,

health careproviders, and community-

based organizations, aswell aspublic
health agencies, all need to be
involved in this task.

Finally, prevention activities should

be based on athorough understanding

of:

1) theepidemiology of theHIV/AIDS
epidemic in one’s geographic
area, and

2) whichprevention effortsarelikely
tohavesuccessinthepopulation(s)
being targeted. (Moreinformation
onHIV preventioncan beobtained
by contacting the Section of STD/
HIV/AIDS Prevention and Care
Services at (573) 751-6144.

July-August 1999
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HIV/AIDS educational opportunities for medical professionals are available\
through Midwest AIDS Training and Education Center (MATEC) sites in
St. Louis and Kansas City. For more information, contact:

MATEC—Eastern Missouriat (314) 362-2418 or (800) 432-0448
FAX(314) 362-4857
http://www.id.wustl.edu/~actu

MATEC—Western Missouriat (816) 756-5116, FAX (816) 756-5121
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A number of links to HIV/AIDS-related sites on the World Wide Web are
available on the Missouri Department of Health Home Page at: http://
www.health.state.mo.us/GLRequest/ID/LinksHIVAIDS.html.
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1998 Outbreaks of Communicable Disease*

MargeBorst, RN.,B.S, C.I.C.
Section of Communicable Disease Control
and Veterinary Public Health

Unraveling the source of an outbreak
requires collaborative interaction
between personnel in various roles and
work settings. Depending upon the
complexity of an outbreak, interaction
may involve federal, state, local and
facility-based personnel. Thesepersons
function as a team and each plays an
integral part in resolving an outbreak or
cluster. The Section of Communicable
Disease Control and Veterinary Public
Health is grateful for the assistance of
persons statewide who contribute time,
concerted effort and expertisehel pingto
protect Missouri citizensfrominfectious
diseases.

In 1998, 36 communicable disease
outbreaksoccurringwithincommunities
were reported in Missouri. These 36
outbreaks involved 2,514 people and
represent anincreaseof 16 percentfrom
the31 outbreaksreportedin 1997. These
outbreaks involved different modes of
transmission and widely varying etio-
logic agents in a number of different
settings. See Table 1.

School swere the most common setting
for outbreaks in 1998, accounting for
nine(25%) of the 36 reported outbreaks.
The largest of the outbreaks involved
influenza A in one school district
affecting 1,000 students. Interestingly,
the 25 percent absenteeismrate, needed
for school closure, was not met and
within four days attendance rates
returned to normal.

The largest category of outbreaks
reported during 1998 was acute gastro-
intestinal illness (AGI) of unknown
etiology (14 outbreaks affecting 416
people). Foodborne transmission was
responsible for 12 (86%) of the 14
outbreaks occurring in varied settings.

of cases, Missouri, 1998.

Table1.Community diseaseoutbreaks by cause, settingand number

FG =Family Gathering
G =General Community
H =Hotel

Disease/ No.of No.of
M odeof Transmission Outbreaks Setting Cases
Acute Gastrointestinal 1lIness

of Unknown Etiology/

Foodborne 12 2C,CP,2FG,H, 333

0O,0T,2R,2S

Person-to-Person 2 oS 3
Campylobacter/Waterborne G 2
Fifth Disease/Person-to-Person 3 2CC,S 5
InfluenzaA (cultureconfirmed)/

Person-to-Person 4 G,I1,25 1,406
Influenza-Likelllness/

Person-to-Person 2 H, 20
L eptospirosis/

Waterborne 1 (@) 2

Other 1 S 19
Meningitis, Aseptic(Viral)/

Person-to-Person 1 G 219
Pseudomonas/Waterborne 1 H 10
Salmonellosis/Foodborne 2 y.C] 6
Scabi es/Person-to-Person 1 S 3
Shigellosis/

Foodborne 1 (@] 5

Person-to-Person CC,FG
Staphylococcus aureus/Waterborne 1 G 4
Strep Grp A (sore throats)/

Person-to-Person 1 S Unknown
TOTAL 36 2,514
Key:

C =Catered Event | =Institution
CC =ChildCare O =Occupational
CP =Camp OT =Cther

P =Prison or Other Correctional Facility
R =Restaurant
S =School

Salmonella species caused two of the
foodborneoutbreaksthat affected atotal
of 66 peoplein Missouri. Oneoutbreak,
involving 34 people, was caused by

S agona linked to one brand of plain
toasted oats cereal which caused over
200 casesof illnessin at least 11 states.
Thesecond outbreak caused by S. poona

*Does not include outbreaks related to sexually transmitted diseases, tuberculosis, vaccine-preventable diseases or zoonotic diseases.
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affected 32 people. Initialy, the rela
tionship between cases was not
recognized because cases spanned
multiplecountiesand eventhestateline.
Sophisticated testing with Pulsed Field
Gel Electrophoresis (PFGE), newly
obtained and used by the State Public
Health Laboratory, determined that all
isolates were genetically identical and
epidemiological study was needed. A
food source was suspected, but due to
the length of time between onset of
illnessand dateof interviews, acommon
food source was never identified.

Shigellosis was diagnosed in three
outbreaks affecting 34 people. One
outbreak caused by Sh. sonnei, suspect-
ed to have been transmitted via food,
affected 25 persons and occurred in a
congregate living facility. Sanitary
conditions at the facility were found
satisfactory with no illness among
foodhandlers noted. Interim control
measures (strict compliance with hand-
washing, separatingtheill fromthenon-
ill, sanitizing equipment and shared
items) were effective in halting the
outbreak.

Threewaterborneoutbreaks occurredin
1998. Oneoutbreak resulted when 10 of
11 attendeesat abirthday party used the
hotel hot tub. Within 48 hours all ten
developedarashclinically diagnosed as
Pseudomonas folliculitis. The hot tub
wasdrained beforeawater samplecould
be obtained for culture. One outbreak
involvedafast food establishment where
an ice maker and ice storage bin were
found contaminated with Staphy-
lococcusaureusresultinginfour persons
becoming ill. The other outbreak,
Campylobacter enteritis, affected 20
personsresiding in asmall subdivision
with water supplied by awell contami-
nated due to a broken sewage pipe.

A high incidence (219 cases) of vira
(aseptic) meningitis occurred in St.
Charles and St. Louis counties during
June-August of 1998. Statewide, 319
cases of viral meningitiswerereported.
Thisisanincrease of 320 percent over
the 99 casesreported statewidein 1997.

July-August 1999

Table2.Nosocomial disease outbreaks by causeand number of cases,
Missouri, 1998.
Disease/ No. of No. of
Modeof Transmission Outbreaks Cases
Acute Gastrointestinal 1llness
of Unknown Etiology/
Person-to-Person 5 129
Other 1 »%
Acute Lower Respiratory IlIness
of Unknown Etiology/Person-to-Person 8 107
Eyelnjury/Chemical 1 6
Influenza-Likelllness/Person-to-Person 4 206
Influenza A/Person-to-Person 5 136
Methicillin-Resistant Staphylococcus
aureus (MRSA)/Person-to-Person 2 8
Pedi cul osi s/Person-to-Person
Salmonell osis/Person-to-Person 1
Scabies/Person-to-Person 14 248
Serratia marcescens/Person-to-Person 1 n
Streptococcus salivarius meningitis/
Medical Procedure 1 2
Upper Respiratory I nfection of
Unknown Etiol ogy/Person-to-Person 1 45
TOTAL 45 941

1998 Nosocomial Outbreaks

Hospitals, nursing homes, and other
health care facilities or institutions in
Missouri reported 45 health care-
associated (nosocomial) disease out-
breaks in 1998 as compared to 33
nosocomial outbreaks during 1997.
Altogether, 941 cases of illness were
reported. Thisisan increase of 27 per-
cent from the 33 outbreaks (686 cases)
reported in 1997. In 42 (93%) of the 45
outbreaks, transmission of disease was
person-to-person. Table 2 categorizes
these outbreaksby cause and number of
cases.

Two Methicillin-Resistant Staphy-
loccocus aureus (MRSA) outbreaks
involved infections of the eyes. Strict
attention to handwashing and the
cohorting of infected persons were
effective in stopping further spread of
MRSA. A common source (medication

or staff member) was not identified in
either outbreak.

A meningitis outbreak caused by
Streptococcus salivariusinvolving two
persons was related to radiographic
myel ogram procedures. Asidentifiedin
other studies, the practice of wearing
masksduring the procedure can prevent
such infections.

An outbreak involving corneal endo-
thelial decompensation (eye injury) in
six personswasrel ated to adverseeffects
of oneor morechemicalsdirectly related
to the use of the Abtox Plazlyte
Sterilization system. This outbreak
investigation resulted in Abtox con-
ducting anationwidefield correction of
the device to include revised labeling
contraindicating the use of the Abtox
Plazlyte Sterilization systemfor ophthal -
micinstruments.
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1999-2000 Recommendations for the Use

of Influenza Vaccine

The following is a summary of current
recommendations on influenzavaccine
from the Advisory Committee on
Immunization Practices (ACIP). The
complete ACIPstatement waspublished
in Morbidity and Mortality Weekly
Report (MMWR) Recommendationsand
Reports, April 30, 1999, Vol. 48, No.
RR-4. Thefull text of the ACIP recom-
mendations is also available at http://
www2.cde.govimmwr /mmwr_rr.html.If
you have questions regarding the
recommendations, please contact the
Section of Vaccine-Preventable and
TuberculosisDiseaseEliminationat (800)
699-2313.

Influenza vaccine is strongly recom-
mended for any person aged 6 monthsor
ol der who—becauseof ageor underlying
medical condition—isat increased risk
for complications of influenza. In
addition, health-careworkersand others
(including household members) inclose
contact with personsin high-risk groups
should be vaccinated to decrease the
risk of transmitting infectionto persons
at high risk. Influenza vaccine also can
be administered to any person aged 6
months or older who wishes to reduce
the chance of becoming infected with
influenza.

Thetrivalentinfluenzavaccineprepared
forthe1999-2000 seasonwill includeA/
Beijing/262/95-like(H1N1), A/Sydney/
5/97-like(H3N2),and B/Beijing/184/93-

like hemaggl utinin antigens. For the B/
Beijing/184/93-like antigen, U.S. man-
ufacturers will use the antigenically
equivalent B/Y amanashi/166/98 virus
because of its growth properties and
becauseit isrepresentative of currently
circulating B viruses.

Target Groups for Vaccination

Personsat High Risk for Influenza-
Related Complications

Vaccination is recommended for the
following groups of personswho are at
increased risk for complications from
influenza

* persons aged 65 years and older;

¢ residents of nursing homes and other
chronic-care facilities that house
persons of any age who have chronic
medical conditions;

¢ adults and children who have chronic
disorders of the pulmonary or cardio-
vascular systems, including asthma;

¢ adultsand childrenwho haverequired
regular medical follow-up or hospi-
talization during the preceding year
becauseof chronic metabolicdiseases
(including diabetes mellitus), rena
dysfunction, hemoglobinopathies, or
immunosuppression (includingimmu-
nosuppression caused by medica-
tions);

¢ childrenandteenagers(aged 6 months
to 18 years) who are receiving long-
termaspirintherapy andthereforemight

V

andPrevention (CDC), try:

international trends, etc.

Influenza
For those of you wishing to bookmark an Internet site for the most
current influenza information from the Centers for Disease Control
http://www.cdc.gov/ncidod/diseases/fluvirus.htm

This site includes the most recent CDC surveillance reports and
information on antivirals for influenza A, vaccine recommendations,

“
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be at risk for developing Reye's
syndrome after influenza; and

¢ women who will be in the second or
thirdtrimester of pregnancy duringthe
influenza season.

PersonsWho Can Transmit
Influenzato Thoseat High Risk

Persons who are clinically or subclini-
calyinfected cantransmitinfluenzavirus
topersonsat highrisk for complications
from influenza. Efforts to protect
members of high-risk groups against
influenzamight beimprovedby reducing
thelikelihood of influenzaexposurefrom
their caregivers. Therefore, thefollowing
groups should be vaccinated:

¢ physicians, nurses, and other per-
sonnel inboth hospital and outpatient-
care settings;

* employees of nursing homes and
chronic-care facilities who have
contact with patients or residents;

* employeesof assisted living and other
residences for persons in high-risk
groups;

* persons who provide home care to
persons in high-risk groups; and

¢ household members (including chil-
dren) of personsin high-risk groups.

Other Groups To Consider

Per sonsl nfected with Human
Immunodeficiency Virus

Limitedinformationexistsregardingthe
frequency and severity of influenza
illness or the benefits of influenza
vaccination among personswith human
immunodeficiency virus(HIV)infection.
However, reportssuggest that influenza
symptoms might be prolonged and the
risk for complications from influenza
increased for some HIV-infected per-
sons.

BreastfeedingMothers

Influenza vaccine does not affect the
safety of motherswho arebreastfeeding
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or their infants. Breastfeeding does not
adversely affectimmuneresponseandis
not a contraindication for vaccination.

Travelers

Therisk of exposuretoinfluenzaduring
travel depends on the time of year and
destination. Inthetropics, influenzacan
occur throughout theyear, whereasmost
influenza activity occurs from April
through September in the temperate
regions of the Southern Hemisphere. In
temperate climatezonesof theNorthern
and Southern Hemispheres, travelers
also can be exposed to influenzaduring
the summer, especially when traveling
aspart of large organized tourist groups
containing persons from areas of the
world where influenza viruses are
circulating.

Personsat highrisk for complicationsof
influenza should consider receiving
influenza vaccine before travel if they
were not vaccinated with influenza
vaccine during the preceding fall or
winter and they plan to a) travel tothe
tropics; b) travel with large organized
tourist groups at any time of year; or c)
travel tothe Southern Hemispherefrom
April through September.

Persons at high risk who received the
previous season’ svaccinebeforetravel
should be revaccinated with the current
vaccineinthefollowingfall or winter.

Becauseinfluenzavaccinemight not be
available during the summer in North
America, personsaged 65 yearsor older
and others at high risk might wish to
consult with their physicians before
embarking on travel during the summer
to discuss the symptoms and risks of
influenza and advisability of carrying
antiviral medications for either pro-
phylaxisor treatment for influenza.

General Population

Physicians should administer influenza
vaccine to any person who wishes to
reduce the likelihood of becoming ill
with influenza (the vaccine can be
administered to children as young as 6
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months). Personswho provideessential
community services should be con-
sidered for vaccination to minimize
disruption of essential activitiesduring
influenza outbreaks. Students or other
persons in institutional settings (e.g.,
thosewho residein dormitories) should
be encouraged to receive vaccine to
minimize the disruption of routine
activitiesduring epidemics.

Persons Who Should Not Be
Vaccinated

Inactivated i nfluenzavaccineshoul d not
be administered to persons known to
have anaphylactic hypersensitivity to
eggs or to other components of the
influenzavaccinewithout first consulting
aphysician. Information about vaccine
components can be found in package
insertsfrom each manufacturer.

Personswithacutefebrileillnessusually
should not be vaccinated until their
symptomshaveabated. However, minor
illnesses with or without fever do not
contraindicate the use of influenza
vaccine, particularly among childrenwith
mild upper respiratory tract infection or
alergicrhinitis.

Administration of Influenza
Vaccine

Timing

Beginning each September, influenza
vaccine should be offered to persons at
high risk when they are seen by health-
care providers for routine care or as a
result of hospitalization. For organized
vaccination campaigns, theoptimal time
tovaccinate personsin high-risk groups
is usualy from October through mid-
November, becauseinfluenzaactivity in
the United States generally peaks
betweenlate December and early March.
Administeringvaccinetoofarinadvance
of the influenza season should be
avoided in facilities such as nursing
homes, because antibody levels can
begin to declinewithin afew months of
vaccination. If regional influenzaactivity
is expected to begin earlier than
December, vaccination programscan be
undertaken assoon ascurrentvaccineis

available. Vaccine should be offered to
unvaccinated persons even after
influenzavirusactivity isdocumentedin
acommunity.

SimultaneousAdministr ation of
Other Vaccines, Including
Childhood Vaccines

The target groups for influenza and
pneumococcal vaccination overlap
considerably. For persons at high risk
who have not previously been vacci-
nated with pneumococcal vaccine,
health-care providers should strongly
consider administering pneumococcal
and influenza vaccines concurrently.
Both vaccines can be administered at
the sametime at different sites without
increasing side effects. However,
influenza vaccine is administered each
year, whereas pneumococcal vaccineis
not.

Childrenat highrisk for influenza-rel ated
complications can receive influenza
vaccine at the same time they receive
other routine vaccinations.

Potential Expansion of
Groups Recommended for
Vaccination

During 1998, the ACIPformedaworking
group to explore issues related to the
potential expansionof recommendations
for the use of influenza vaccine in the
future. These discussions were started
becausea) theimpact of influenzamight
declinebecause of the devel opment and
potential combined useof newinfluenza
vaccines, antiviral agents, and commer-
cial rapid detection kits; b) the risk of
influenza-rel ated hospitalizationsmight
be substantially increased among
healthy children aged less than 5 years
compared with older children; and c) a
substantial cost benefit might resultfrom
vaccinating groups such as healthy
young adults, who traditionally are not
consideredtobeat highrisk forinfluenza
related complications.

No recommendation for expansion

beyond the current guidelines has been
madeasof April 30, 1999.
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ENTEIBRENKERS X

1= Accordingtodatafromthe Bureau of Labor Statistics and the Census of Fatal Occupational Injuries, workplace
fatalities in Missouri increased from 123 in 1997 to 145 in 1998. The increase is partially due to an increase
in motor vehicle accidents and falls from heights. Since 1992, workplace fatalities have fluctuated from a high
0of155in 1994 toalowof 123in 1997, averaging 137 deaths peryear. Leading causes of workplace fatalities
remain motor vehicle, struck-by moving or falling objects, homicides and falls. For more information, please
contact Tom Ray in the MO FACE program at (573) 751-6103.

1= Shigellosis increased 617.6% from 51 cases reported in the first six months of 1998 to 366 cases reported
in the first six months of 1999. The large increase in cases was due to outbreaks in daycare facilities and
schoolsinthe Southwestern and Eastern health districts. The number of reported cases has been decreasing
inrecent months. Like other foodborne diseases, the risk for acquiring Shigella can be markedly reduced by
thorough handwashing. Please encourage all food care workers, child care providers and other persons to
wash their hands thoroughly after using the toilet or changing diapers and before food handling or eating.

= The Midwest AIDS Training and Education Center (MATEC) and the AIDS Clinical Trials Unitat Washington
University School of Medicine are presenting a symposium entitled "HIV 2000: Clinical Issues for the New
Millennium" on November 2, 1999 atthe Regal Riverfront Hotel in St. Louis, MO. This symposiumis for primary
care physicians, nurses, physician assistants, health educators, social workers and other care providers. For
more information, contact Susan Wightman, BSN, ACRN at Washington University School of Medicine at
(314) 362-2418 or (800) 432-0448. Discounted fee for enroliments postmarked by October 22, 1999.
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